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llosone provides the speed, potency, 

assures and certainty of parenteral antibiotic 
therapy plus unsurpassed safety 

a more and the ease of oral administration. 
decisive Usual dosage for adults is one or 
two 250-mg. Pulvules® every six 

response oe hours, according to severity of infec- 
tion. For optimum effect, administer 

on an empty stomach. Supplied: 

Pulvules of 250 mg., and 125 mg. for 


pediatric use. 
Parenteral Performance 
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~ PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY & 


“The most effective form of psychotherapy is to demonstrate to the patient that his 
seizures can be adequately controlled by the use of anticonvulsant medication.” 


1 


REQUISITE FOR THERAPY: 


THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS & 
effective anticonvulsants for most clinical needs 


bibliography: (1) Carter, S. M.: M. Clin. North America: 315 (March) 1953. (2) Chao, D. H.: Ibid., p. 465. (3) Good- 
man, L. S., & Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, MacMillan Company, 1955, 
p. 187. (4) Davidson, D. T., Jr., in Conn, H. FE: Current Therapy 1958, Philadelphia, W. B. Saunders Company, 
1958, p. 568. (5) Zimmerman, F. T.: New York J. Med. 55:2338, 1955. (6) French, E. G.; Rey-Bellet, J., & Lennox, 
W. G.: New England J. Med. 258:892 (May 1) 1958. 
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FOR CONTROL OF GRAND MAL 
AND PSYCHOMOTOR SEIZURES 


DILANTIN kapseats: 


-DILANTIN Sodium is the most useful nonsed- 
ative anticonvulsant. 
“Coincident with the decrease in seizures there 
occurs improvement in intellectual performance. 
Salutary effects of the drug on personality, mem- 
ory, mood, emotional stability, 
amenability to discipline ... are also observed, 
sometimes independently of seizure control.”3 
The drug of choice for control of grand mal and 
of psychomotor seizures, DILANTIN Sodium (di- 
phenylhydantoin sodium, Parke-Davis) is supplied 
in many forms including Kapseals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000. 


PHELANTIN kapseats 


“When it has been demonstrated that the com- 
bination of Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, 
the use of a combination capsule, PHELANTIN, is 
often a great morale builder because it enables 
the physician to reduce the total number of pills 
or capsules the patient is required to take. It is a 
cheaper form of prescription and it also prevents 
the patient from manipulating the dosage of his 
drugs. 4 

PHELANTIN Kapscals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles 
of 100. 


cooperativeness, 


FOR THE PETIT MAL 


MILONTIN kapseats - susPeNs! 


After five years of study, using MILONTIN in a 
series of 200 patients with petit mal epilepsy, one 
investigator reports: “Results confirm our previ- 
ously published data on a smaller number of cases 
and show that MILONTIN is an effective agent for 
the treatment of petit mal epilepsy .. . relatively 
free from untoward side effects.”5 

MILONTIN Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. Suspension, 250 mg. 


per 4 cc., 16-ounce bottles. 


CELONTIN kapseats 


In a recent study, 76 patients were treated with 
CELONTIN for periods up to two years. Included 
in this group were 34 patients with psychomotor 
seizures, 29 with petit mal, and 13 with other 
types. Forty per cent had marked benefit with 
CELONTIN (less than halt their previous number 
of seizures), and all but 35 per cent experienced 
some degree of improvement. Marked benefit was 
obtained in 55 per cent of patients with petit mal 
and in 33 per cent of those having psychomotor 
seizures.® 

CELONTIN Kapseals (methsuximide, 
0.3 Gm., bottles of 100. 


Parke-Davis) 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 
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Patient A.S., age 53. PatuipaMateE (Tabs. jt.i.d. and H.S.); 
Intermittent crises of severe pain over 2 year prompt relief of symptoms. Radiograph 

period; hospital management with Sippy regimen (21 days later) confirms healing of minute lesser 
provided relief of symptoms; however, curvature gastric ulcer crater. 


symptoms recurred after each sojourn. 


predictable results in the control 


Meprobamate with Patuiton® Tridihexethyl Chloride* Levers 


Used prophylactically in anticipation of periods of emotional stress, or therapeuti- 
cally to relieve tension and curb hypermotility and hypersecretion, PATHIBAMATE 
is particularly well-formulated for the control of gastrointestinal disorders. 


PaTHIBAMATE combines Meprobamate (400 mg.) —the noted tranquilizer-muscle relaxant widely accepted for safe 
management of tension and anxiety states—and PatHiton (25 mg.) —an extremely well-tolerated anticholinergic, os 
long noted for prompt symptomatic relief based on peripheral atropine-like action with few side effects. a 


Indications: 
Duodenal ulcer, gastric ulcer, intestinal colic, spastic and irritable colon, ileitis, esophageal spasm, anxiety 
neurosis with gastrointestinal symptoms, gastric hypermotility. 


Supplied: 
Bottles of 100 and 1,000. Each tablet (yellow, %-scored) contains Meprobamate, 400 mg.; Patuiton Tridihexethyl Chloride, 25 mg. 


Administration and Dosage: 
1 tablet three times a day at mealtimes and 2 tablets at bedtime. Adjust dosage to patient response. Contraindicated in glaucoma, 
pyloric obstruction, and obstruction of the urinary bladder neck. 


Also Available: Patuiton in four forms — Tablets of 25 mg., plain (pink) or with phenobarbital, 15 mg. (blue); 
Parenteral — 10 mg./ce. — 1 cc. ampuls; 
Pediatric Drops — 5 mg./cc. — dropper vials of 15 ce. 


®PatHiton is now offered as tridihexethyl chloride instead of the iodide, an advantage permitting wider use, since the latter 
could interfere with the results of certain thyroid function tests. 


LepERLE LaporaTories, A Division of AMERICAN CYANAMID ComMPaANy, Pearl River, New York 
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Neocurtasal 


New Neocurtasal embodies the 
characteristic tang, grain and texture of 
TA & T E % regular table salt. Now whether food is seasoned 
by New Neocurtasal or salt — few patients 
Li K E detect the difference. Insipid dishes are rendered 


more palatable, tiresome diets less exacting. 


When you must say “no salt,/” New Neocurtasal 


& ALT effectively cushions the blow. In selecting a 


most suitable replacement for salt, more and more 
physicians observe that New Neocurtasal 

assures close adherence to diet and the utmost 
in patient cooperation. 


NEW “An Excellent 
Neocurtasal Salt Replacement” 


\ —available in convenient 2 oz. shakers 
ss and 8 oz. bottles. 


Contains potassium chloride, potassium 
glutamate, glutamic acid, calcium sili- 
cate, potassium iodide (0.01%). 


When Diuresis Is a ““Must’’- 
SALYRGAN - THEOPHYLLINE 


Parenteral * Oral 


(||) uithvep LABORATORIES NEW YORK 18, NY. 


Neocurtasal and Salyrgan (brand of mersalyl), 
trademarks reg. U.S. Pat. Off. 
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all day 


ARICON 


oxyphencyclimine hydrochloride "T ABLE 


patient comfort 


Natural Prolonged Action-The action of DARICON, a more potent and better tolerated anticholinergic, is 
consistently prolonged because it has a unique chemical structure and is not dependent on “mechanical” 
means (e.g., special coating, adsorption on ion-exchange resin). 


In addition to peptic ulcer, DARICON is also indicated for other gastrointestinal disorders characterized by 

hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, chronic nonspecific ulcerative 

colitis and biliary tract disease). 

Dosage: 10 mg. b.i.d. (morning and evening), Supply: Tablets, 10 mg., white, scored. Bottles of 60 and 500. 
* Trademark 

Science for the world’s well-being 


EVEN REFRACTORY CASES RESPOND PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, N. Y. 
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To the relief of musculoskeletal pain, 


MEDAPRIN: 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin. in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol.** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics. the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions. including rheumatoid arthritis. deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
@ 300 mg. acetylsalicylic acid. for prompt 
relief of pain 
© 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate. as buffer 


TRADEMAR® TRADEMARK, REG Pat. OFF. —— METHYLPREONISOLONE, UPJOHN 


| 
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Doctors, too, like “Premarin? 


HE doctor’s room in the hospital 

is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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key to Kents popularity 


In 1958, Kent made the greatest gain in 
popularity ever recorded by any filter 
cigarette in any year—a sales increase of 
20-billion cigarettes. 

Behind this popularity is a story of 
months and years of research, perfecting 
the remarkable combination of filter action 
and flavor found in today’s Kent cigarette. 
In developing Kent, Lorillard research 
scientists recognized that smokers wanted, 
on the one hand, a really satisfying taste; 
on the other, reduced tars 
and nicotine. In addition, 
smokers demanded a free 
and easy draw. 

These, then, were the 
objectives. The first sci- 
entific breakthrough in 
the project was the de- 
velopment of the exclu- 
sive Micronite filter, 
patented by Lorillard. 
This filter was created 
because of newly-discov- 
ered principles in the field 
of filtration, which have 


CICARETTES 


been previously described in these pages. 

Though this filter satisfied everyone on 
its ability to reduce tars and nicotine to 
the lowest level among the largest selling 
brands, there was still work to be done in 
the areas of taste and draw. After addi- 
tional months of research, a new tobacco 
blend was developed which delivered rich 
taste after the smoke had passed through 
the filter. Next in the series of laboratory 
triumphs was a method of improving the 
draw to compare with the 
most free-drawing of all 
filter brands. 

The rest of the Kent 
story is a legend in the 
tobacco industry. Out- 
side, independent re- 
search studies confirmed 
the fact that Kent had 
achieved its objectives. 
Smokers responded. In 
fact, during the past year, 
more smokers changed to 
Kent than to any other 
cigarette in America. 


- 
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A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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MUSCLE STIFFNESS 


Way LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


to relieve pain 


BURSITIS 


and stiffness 


SPRAINS 


wn C les TENOSYNOVITIS 


FIBROSITIS 
and joints FIBROMYOSITIS 
LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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m@ Exhibits unusual analgesic properties, different from those 
of any other drug gg Specific and superior in relief of SOMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes mg Relaxes abnormal tension of skeletal muscle 


% 


N-isopropy!-2-methy!-2-propyl-1, 3-propanediol dicarbamate 


m More specific than salicylates m@ Less drastic than steroids 


= More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SOMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with SOMA than with any previously used analgesic, sedative or 
relaxant drug. 

SoMA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY sare. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


4 WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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“It is concluded that 


the addition of 
buffering agents to 


acetylsalicylic acid in 
the concentrations used 


serves no clinically 


detectable useful purpose” 


'Sadove, MaxS. and Schwartz, Lester: An Evalua- 
tion of Buffered Versus Nonbuffered Acetylsalicylic 
Acid, Postgraduate Medicine; 24:183, August, 1958. 


Nonbuffered Material Used—Bayer™® Aspirin. 
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The results of administering Delalutin before the 12th week of gestation to 82 women with 
habitual abortion were reported recently by Reifenstein.'! Every patient had experienced 3 
at least three consecutive abortions immediately preceding the treated pregnancy. More than 68% [ae 
of these women were delivered successfully and uneventfully following Delalutin therapy. | 


Boschann,? in a study of pregnancies with threatened abortion, found that: 
37% of 73 pregnancies were carried to term without progestational therapy 
% of 42 pregnancies were salvaged by progesterone 
83% of 73 pregnancies were salvaged by Delalutin 


Eichner,? found that with Delalutin fetal salvage of infants below term weight (1000 to 
2000 gm.) was significantly improved. 

108 (76% ) of 142 babies of this birth weight survived without progestational therapy. 

16 (100% ) of 16 babies of this birth weight survived with Delalutin therapy. 

A comparison study was made of a group of repeated aborters treated with Delalutin, and a 
group with a similar history treated with bed rest and sedation.* Pregnancy salvage 

with Delalutin was twice that of the control group. Delalutin was found to be “highly active,” 
well-tolerated and long-acting. 


Delalutin offers these advantages over other progestational agents: 
¢ longer-acting and more sustained therapy 
¢ more effective in producing and maintaining a completely matured secretory 
endometrium 


no androgenic effect 
* more concentrated solution requires injection of less vehicle 


unusually well-tolerated, even in large doses 


requires fewer injections 
¢ low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; post- 
partum after-pains; amenorrhea, primary and secondary; dysfunctional uterine 
bleeding not associated with genital malignancy; infertility with inadequate . 
corpus luteum function; production of secretory endometrium and desquama- 


tion during estrogen therapy; premenstrual tension; dysmenorrhea; cyclomas- 
topathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and Dosage: Because of its low viscosity, Delalutin may be 
administered with a small gauge needle (deep intragluteal injection). Complete 
information on administration and dosage is supplied in the package insert. 


Supply: Delalutin is available in vials of 2 and 10 cc., each cc. containing 125 
mg. of hydroxyprogesterone caproate in sesame oil, and benzyl benzoate. 


References: 1. Reifenstein, E. C., Jr.: Annals N. Y. Acad. Sci. 71:762 (July 30) 1958. 2. Boschann, 
H-W.: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. and Gyn. 76:279, 1958. 


Squibb Quality—the Priceless Ingredient 


‘Delaiutin’® is a Squibb trademark 
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ONE OF THE 
MOST 


SIGNIFICANT 
IMPROVEMENTS 


IN 
ANTACID 
THERAPY 


SINCE THE INTRODUCTION OF ALUMINUM HYDROXIDE 


CREAMALIN 


ANTACID TABLETS 


1. Neutralizes acid faster (quic 

2. Neutralizes more acid (greater relief) 

8. Neutralizes acid longer (more lasting relief) 
4. No constipation No acid re 

5. More pleasant to take 
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300 


Quicker Relief - Greater Relief 


Acid neutralization with 10 leading antacid tablets* 
(per gram of active ingredient) 


ALIN tablets | 


new CREAM 


ml. 0.1 N HCI 


E 
A 
B 
widely 
> prescribed 
antacid 
tablets | 


MINUTES | 


10 20 30 40 50 60 


Tablets were powdered and suspended in distilled water in a constant temperature container (37°C) equipped with mechanical! 
stirrer and pH electrodes. Hydrochloric acid was added as needed to maintain the pH at 3.5. Volume of acid required was 
recorded at frequent intervals for one hour. 

* Hinkel, E. T., Ur., Fisher, M. P. and Tainter, M.L.: A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published 
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More Lasting Relief 


Duration of action at pH 3 to 5* 


(per gram of active ingredient) 
MINUTES 


0 30 40 60 


| new CREAMALIN 
tablets 


9 widely prescribed 
antacid tablets 


*Hinkei, E. T., Jr., Fisher, M. P. and Tainter, M.L.: A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published. 
**pH stayed below 3 


No chalky taste. New CREAMALIN tablets are not 
chalky, gritty, rough or dry. ‘They are highy pal- 
atable, soft, smooth, easy to chew, mint flavored. 


| HO OH OH O 
HO OH OH 


n is at least 1 and averages less than 6. X is a cation. 


« NO ACID REBOUND + NOCONSTIPATION + NO SYSTEMIC EFFECT 


Composition:Each Creamalin Antacid Tablet contains $20 mg. specially processed, highly 
reactive, short polymer dried aluminum hydroxide gel, stabilized with hexitol, 
with 75 mg. magnesium hydroxide. 


Adult Dosage: Gastric hyperacidity — 2 to 4 tablets as necessary. Peptic ulcer or 
gastritis — 2 to 4 tablets every two to four hours. Tablets may be chewed, swallowed with 
water or milk, or allowed to dissolve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES + NEW YORK 18, NEW YORK 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


IN. WORKING ADULTS 
Bh ially well suited for 

: latory patients who must 
2 Car, or operate 


GERIATRICS 

“ability to decide correctly 

has increased, while the 

Hilogical response to anxiety 
‘has 


4 


ATARAX is “effective in 
controlling tension and 
anxiety.... its safety 
 ftan excellent drug tor 2 
out-patient useinoffice 


“ATARAX appeared to reduce 
anxiety and restlessness, 


improve sleep patterns and 


make the child more 


* 
INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 
For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : of 100. Syrup, pint bottles. 
Syrup 3-6 years, one tsp. t.i.d. Parenteral Solution, 10 cc. 
over 6 years, two tsp. t.i.d. multiple-dose vials. 
For adult tension 25 mg. one tablet q.i.d. et J. Am: 
i ediat. in. or meri ca 
Syrup one tbsp. q.i.d. : (aug. 1988, 
For severe emotional 100 mg. one tablet t.i.d. 
58: 1684 (May 15) 1958. 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- 4 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, at ° méd. 64:2239 (Dec. 26) 1956. 
emergencies 4-hour intervals. Dosage for . 6.Bayart, J.: Presented at 
children under 12 not 
established. * Denmark, July 22-27, 1956. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., 
Science for the World's Well-Being 
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From basic research—basic progress 


A NEW MEASURE OF ACTIVITY 


IN EDEMA: 


m shows greater oral effectiveness than any other 
class of diuretic agent 


each 25 mg. HYDRODIURIL orally is equivalent 
to 1.6 cc. meralluride |.M. 


has been reported to be effective even in patients 
who do not respond satisfactorily to other diuretics 


has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


low toxicity—extremely well tolerated 


m often achieves the benefits of a low salt diet 
without the unpleasant restriction 


indications: Hypertension, congestive heart failure of all degrees of sever- 
ity, premenstrual syndrome (edema), edema and toxemia of 
pregnancy, renal edema—nephrosis, nephritis; cirrhosis 
with ascites, drug-induced edema, and as adjunctive ther- 
apy inthe management of obesity complicated by edema. 
dosage: In edema—one or two 50 mg. tablets of HYORODIURIL 
once or twice a day. 
In hypertension—one or two 25 mg. tablets or one 50 
mg. tablet HYDRODIURIL once or twice a day. 
supplied: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydro- 
chlorothiazide) in bottles of 100 and 1,000. 


*HYDRODIURIL and DIURIL are trademarks of Merck & Co., IN 


Additional information on HYDRODIURIL is available to 
physician on request. 


bibliography: 1. Esch, A. F., Wilson, 1. M. and Freis, E. D.: 3,4-Dihydro- 

chlorothiazide: Clinical Evaluation of a New Saluretic A ent. 

Preliminary Report; M. Ann. District of Columbia 28:9, Jan.) 

1959. 2. Ford, R. V.: The Clinical Pharmacology of Hydro- 

chiorothiazide; Southern Med. 5.52: 40, Jan.) 1 39, 3. Fuchs, 

, Bodi, T., irie, S. and Moyer, J. H.: Preliminary Evaluation 

of 'Hydrochlorothiazide CHYDRODIURIL’): M. Rec. & Ann. 

51:872, (Dec.) 1958. 4. Moyer, J. H., Fuchs, M., Irie, S. and 

Bodi, T.: Scme Observations on the pharmacolog of Hydro- 
chiorothiazide; Am. J. Cardiol. 3:113 Can.) 19 3. 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
a highly-active derivative of chlorothiazide 
i = qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 
; « loss of potassium is clinically insignificant in the great majority of a 
: patients on normal diets ae 


A 


IN HYPERTENSION: 


w effective by itself in some patients—markedly 
potentiates other antihypertensive agents 

@ provides background therapy to improve and 
simplify the management of all grades of 
hypertension 

@ has been reported by some investigators to have 
a greater antihypertensive effect in some 
patients than chlorothiazide at equivalent dosage 

m does not lower blood pressure in normotensives 

wm reduces dosage requirements for other 
antihypertensive agents, often with concomitant 
reduction in their distressing side effects 


@ smooths out blood pressure fluctuations 


precautions: & is important that the dosage be adjusted as frequently 

s the needs of the indivi 4 patient demand. When 
HYDRODIURIL is used with a ganglion blocking agent, it is 
mandatory to reduce the dose of the latter by at least 
50 per cent, immediately upon adding HYDRODIURIL to 
the regimen. 

HYDRODIURIL has shown no adverse effects on renal 
function; for this reason it may be used with excellent 
results even in patients for whom the organomercurials 
are contraindicated because of renal damage. 

The excretion of potassium is much lower than that of 
sodium or chloride and, as is the case with DIURIL®, the 
loss of potassium is clinically insignificant in the great 
majority of patients on normal diets. If indicated, potassium 
loss may easily be replaced by including potassium- rich 
foods in the diet (orange juice, bananas, etc.). 


Oo MERCK SHARP & DOHME 
Division of Merck & Co., INC. Philadelphia 1, Pa. 
© 1959 Merck & Co., INC. 
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when it’s skin deep 
use XYLOCAINE ointment 


... in nearly all external symptoms of pain, itching and burning, e.g., sunburn, minor burns, 
insect bites, abrasions, poison ivy and other contact dermatitis, hemorrhoids and inoperable 
anorectal conditions, and cracked nipples. 


Xylocaine Ointment, a surface or topical anesthetic, gives fast, effective and long lasting 
relief. Its water-soluble, nonstaining base melts on contact with the skin, to assure imme- 
diate release of the anesthetic for fast action and it does not interfere with the healing 
processes. 


ASTRA PHARMACEUTICAL Propucts, INc., WORCESTER 6, Mass., U.S.A. 


XYLOCAINE OINTMEN 


rand of ltidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


*.S. Pat. No. 2,441,498 Made in U.S.A. 
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GE \ RA capsules—14 VITAMINS AND 11 MINERALS 


Vitamin -Mineral Supplement Lederie For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 


effective medication 


in an appealing form 


Soft and pliant as a tampon, the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-—The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 
Now supplied with LABORATORIES 
plastic applicator New York 18, N.Y. 


SANITARY 
BOXES OF 10 « INSURES CORRECT *97 per cent effective ina study of 564 cases; 
with applicator. SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. 


Milibis (brand of giycobiarsol), trademark reg. U.S. Pat. Off, 
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itching, burning, oozing, weeping | 
of POISON IVY and other summer 
dermatoses quickly subsi 

when sprayed with 


METI-DERM 


prednisolone topical 


or relief of seasonal skin disorders 


nonsensitizing METI-DERM Aerosol is 
FASTER— instant cooling relief 

SAFER—no rub-in irritation or contamination 
MORE DIRECT—reaches and penetrates 
inaccessible, hairy areas 

MORE ECONOMICAL —a single 3-second 
spray covers an area about the size 

of the hand 

MORE PLEASANT—colorless, stainless 

PLUS the established ‘‘Meti’”’ steroid benefits 


PACKAGING 150 Gm. spray container; 50 mg. 
prednisolone. 

ALSO AVAILABLE 

METI-DERM with Neomycin Aerosol, 

50 mg. prednisolone and 50 mg. neomycin sulfate, 
150 Gm. spray container. 

METI-DERM Cream, 5 mg. prednisolone, 

tubes of 10 and 25 Gm. 

METI-DERM Ointment with Neomycin, 

5 mg. prednisolone and 5 mg. neomycin sulfate, 
tubes of 10 and 25 Gm. 


Meti,® brand of corticosteroids. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


UD-J-859 
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QUALITY INTEGaITY 


ILOSONE © assures a decisive response 
in common bacterial infections 


Parenteral potency—The graph_ dren over fifty pounds is 250 mg. every 
above shows that Ilosone provides anti- six hours, but doses of 500 mg. or more 
bacterial serum levels comparable to may be administered safely every six 
those obtained with intramuscular anti- hours in more severe infections. For 
biotic administration. optimum effect, administer on an empty 
Parenteral certainty—In more than mach. Supplied in Pulvules of 250 
a thousand determinations, in hundreds 7 (For children under fifty pounds, 
of patients studied, Ilosone has never a 125-mg. Pulvule is also available.) 

failed to provide significant antibac- 1. Antibiotic Med. & Clin. Therapy, 5-609, 1958. 
terial levels in the serum. 2. Data from Antibiotics Annual, p. 269, 1954- 

The usual dosage for adults and chil- 1955. 


llosone ™ (propiony! erythromycin ester, Lilly) 


LILLY AND COMPANY «© INDIANAPOLIS 6, INDIANA, U. S. A. 


932546 
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SYMPOSIUM ON STERILITY AND INFERTILITY’ 


WILLARD F. Preston, M.D., Moderator, JOHN M. Levinson, M.D., Morton Keyser, M.D., 
RicHArD C. HAypEN, M.D., JAMEs J. GALLAGHER, M.D., and JEROME Kay, M.D. 


This meeting is under the auspices of the 
Department of Obstetrics and Gynecology, 
but we have help from other services. 


The problem of infertility has been cor- 
porated into the practice of Gynecology and 
Obstetrics under the erroneous assumption 
that the female partner is most often at 
fault. However, this opinion is incorrect, as 
substantiated by all modern writers on this 
subject who emphasize the male responsi- 
bility in infertile matings. Although re- 
ports vary rather widely, it is generally con- 
ceded that possibly half of the childless 
marriages are due to ill health or abnorm- 
ality in the husband. A plausible explana- 
tion of this error might be that the longing 
for motherhood is more highly developed 
in the female than the desire for paternity 
in the male. The wife is usually the one 
who comes to the doctor first, in regards to 
the couple’s problem. The husband _ be- 
lieves that he could not possibly be the 
barren one. 


The first step in sterility studies is to 
interview the husband and wife together, 
then outline the course of the investigation. 
The physician should be realistic himself 
as well as with the couple. The study of 
infertility has become a broad problem in 
diagnosis, and all infertility problems are 
not solved. This point should be mentioned. 
All discovered causes of infertility can’t be 
corrected, and even if they are, and there 
are no abnormalities preventing conception, 


*Presented at Scientific Meeting of Stath of St. Francis Hospital 
December 2, 1958 


pregnancy may fail to occur. The couple 
should also be appraised of the fact that 
the proper ctudy of infertility will consume 
three or four months, and that their con- 
sistent cooperation is necessary. A couple 
should not be considered a sterility problem 
until two years of married life with normal 
sexual relations without the use of contra- 
ceptives and have failed to achieve a preg- 
nancy. Such a demonstrated disability of 
the couple in regard to their infertility is 
termed primary infertility. 


Secondary infertility is that in which 
pregnancy has occurred on at least one oc- 
casion in the past, and the couple is unable 
to produce subsequent pregnancies after 
adequate trial. Since a thorough investiga- 
tion of infertility in the husband and wife 
usually requires a considerable outlay of 
money, the couple should be made aware 
of this fact, and the survey should follow 
a definite pattern to avoid duplication. One 
should explain to the couple the proper 
time of the month for having fruitful inter- 
course. The period of ovulation is usually 
12 to 14 days before the next menstrual 
period. A woman must be advised to desist 
from douching. It is the habit of many 
women to douche after intercourse for the 
purposes of hygiene, but by so doing the 
sperm are largely killed or removed. 


General hygienic measures of diet, exer- 
cise, and rest should be outlined for both. 
A complete history and physical examina- 
tion should be performed on the wife and 
the husband. Special detailed attention 
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should be focused on the woman’s pelvic 
examination. A complete blood count, uri- 
nalysis, and blood test for syphilis should 
be obtained on both. The physical exami- 
nation may reveal disease with undesirable 
complications should pregnancy occur. The 
health of the wife should be such that she 
not only be able to become pregnant, but 
that her health should be good enough to 
carry the pregnancy to a successful termina- 
tion and be safely delivered. 


The medical history should include ques- | 


tions concerning any previous pregnancies 
and complications of pregnancy. A record 
of the patient’s past surgical operations may 
suggest that previous pelvic surgery with ad- 
hesions and post-operative complications 
might interfere with fertility. An appendec- 
tomy with pelvic peritonitis or an appen- 
dicial abscess may lead to _ infertility 
through a salpingitis. 


Menstrual history is very important. 
Amenorrhea, primary or secondary, affects 
the prognosis of fertility in great measure. 
History of persistent amenorhea in the in- 
fertile patient may be the most significant 
symptom that the clinical history presents. 
The amenorrhea may suggest either a pri- 
mary uterine disease, gonal failure, pitui- 
tary disease, or adrenal cortical pathology. 


The patient’s growth history should be 
elicited. Somatic and mental growth pat- 
terns are significant in regard to ovarian 
genesis, adrenal genetic syndrome, or bila- 
teral cystic ovarian syndrome. Past disease, 
such as venereal disease, chronic infections, 
or general constitutional disorders, may 
play a part in the infertility problem. Un- 
controlled diabetes or chronic nephritis in 
the female may be associated with infer- 
tility. 

The history should include questions con- 
cerning vaginal discharge. Some forms of 
leukorrhea and cervicitis are spermicidal 
and need to be corrected before impregna- 
tion can occur. 


The wife’s occupational history may be 
important, and the husband’s occupation 
may be important if it keeps him away 
from home for long periods. 
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The clinical history should establish the 
duration of infertility and how long the 
couple has been trying to achieve pregnancy. 
The frequency of sexual intercourse should 
be discovered. Clinical history of the male 
member should be thorough. It should in- 
clude growth and development history, par- 
ticularly in regard to the endocrine system. 
The history of delayed puberty, undes- 
cended testicle, excess obesity, may be sig- 
nificant. A past history of mumps, orchitis, 
injury or venereal disease may be significant. 
Occasionally, herniorrhaphy with strangula- 
tion of the spermatic cord results in infer- 
tility, unless the other testicle is in good 
working function. 


Potency should not be confused with in- 
fertility. It should be explained to the hus- 
band that it is certainly possible for a male 
to be sexually potent, but sterile. Special 
laboratory studies should include blood pro- 
tein bound iodine tests, basal metabolic 
rate, blood cholesterol for the male and the 
female, and under certain special circum- 
stances, if the clinical history and physical 
examination suggest the necessity, titers 
and hormone levels may have to be de- 
termined. Glucose tolerance tests may be 
indicated. 


Following the completion of the history 
and physical examination and laboratory 
studies, the next order of business is to 
investigate the local abnormality in the 
male and female, the causes of the infer- 
tility, and the treatment of the condition 
found and the recommendations. This phase 
of the infertility survey will be discussed by 
Doctors Levinson and Keyser in relation to 
the female, and by Dr. Gallagher, in rela- 
tion to the male. Since psychiatric studies 
of infertile couples have indicated that some 
patients basically reject the idea of preg- 
nancy, and manifest a psychic disturbance, 
Dr. Kay has kindly consented to discuss 
this phase of the problem. 


The problem of sterility is very real to 
patients and doctors. The doctor may be 
sympathetic and complete in his investiga- 
tion, and after all investigations and correc- 
tions are made, there will be some preg- 
nancies and some disappointing results. 
Proper treatment can help 25% to 40% of 
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the childless couples. There are some 
couples who are able to go ahead and dem- 
onstrate their fertility after the doctors tells 
them that pregnancy is an impossibility. It 
is known that on other occasions when a 
diagnosis of sterility has been given, or on 
occasions when the couple has become di- 
vorced and remarried, that they demon- 
strate their fertility by having children im- 
mediately with a different mate. There is 
evidently some factor of incompatibilty that 
is yet not understood. 


Dr. John M. Levinson: 


Many authors differ as to when a patient 
should be considered a candidate for infer- 
tility—some say six months, others one 
year. Certainly the age of the patient, the 
age of her husband, the length of time of 
the marriage, and any medical conditions 
that they may have should flavor the de- 
cision as to when they should be considered 
“infertile”. The young married girl may 
well wait a year before she is disturbed 
about infertility, whereas the girl who mar- 
ries in her thirties may be concerned about 
the matter quite early. An aging husband 
may make the problem more pressing. A 
patient with endometriosis should try to 
conceive as soon as possible in order to help 
remove her pelvic pain and also because of 
the fact that surgery may someday be neces- 
sary and thereby remove her chances of 
having a family. 


I wish to use the word “infertility” 
throughout this discussion, rather than 
“sterility” because of the fact that even un- 
der the most formidable circumstances we 
occasionally see people get pregnant, and 
it is often most difficult to definitely state 
that a patient may never become pregnant. 


The general history and physical exami- 
nation should be done in a thoroughness 
that cannot be overemphasized. Childhood 
diseases, as mumps, may have an important 
bearing, and only by thorough questioning 
and by subtle examination can the various 
endocrinopathies be uncovered. The history 
of a ruptured appendix, the history of a 
pelvic inflammatory disease of gonococcal 
nature should be uncovered early in the 
workup. Various other questions that have 
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importance are often arrived at on sub- 
sequent visits when one has better rapport 
with the patient: namely, the frequency of 
coitus, the use of contraceptives, the use of 
douches immediately after coitus, and cer- 
tainly one should probe to see that both the 
patient and her husband have an adequate 
understanding of the physiology of repro- 
duction. Various books are available to the 
couple to give them a general understanding 
of the physiology of the problem to stimu- 
late their understanding and cooperation. 
One should always secure previous diagnos- 
tic information on the patient from other 
physicians and clinics as the history may 
indicate. 


The general physical examination should 
be conducted with emphasis on not only 
the breasts and the pelvis. The general 
body build of the patient often may tip one 
off to obscure endocrine disorders. Hirsu- 
tism may be an important finding. Exami- 
nation of the thyroid is essential. The pel- 
vic examination, then, should be conducted 
with thoroughness and further diagnostic 
studies as will be mentioned shortly. 


After this initial history and physical ex- 
amination, it is wise to discuss the problem 
in detail with the patient, and, if possible, 
her husband. If her husband is not avail- 
able on the first visit, it should be suggested 
that he accompany the patient on her next 
visit to the physician. At this point it is 
wise to explain to the patient and her hus- 
band that 50% of the people who come for 
advice in this direction will become preg- 
nant in the future. A certain number of 
these people, in spite of all we have to 
offer, will fail in their goal for achieving a 
family. The husband too often feels that 
the responsibility lies with the wife, 
but this is only half true. Recently, I 
had the experience of seeing a patient who 
had been studied by a physician in another 
community for well over a year and had 
a very extensive workup and felt very badly 
that she had been unable to achieve mother- 
hood. It was only by having her husband 
seek urologic consultation that the truth 
of the matter became evident: that is, he 
was completely sterile, as confirmed by tes- 
ticular biopsy. Therefore, I cannot over- 
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emphasize the need of having the husband 
seek help initially, as we know that 50% 
of barren marriages are the responsibility of 
the husband. 


Returning to our consideration of the 
female, we have three main avenues of 
study. These are the cervical factor, the 
tubal factor, and the endocrinological fac- 
tors usually centering about ovulation. 


I. The Cervical Factor 


1. The position of the uterus and cervix 

The cervix should be checked to see if it 
is anteverted. This is a common finding 
along with a retroverted uterus. The signifi- 
cance of this may be that the sperm may lie 
in the posterior vaginal pool following in- 
tercourse and may not reach the external 
cervical os. Several common forms of treat- 
ment of this are the use of a pessary to 
hold uterus in an anterior position, hence 
allowing the cervic to dip into the posterior 
vaginal pool. Also, the woman should be 
cautioned to remain in the supine position 
following intercourse to allow the sperm to 
be in contact with the cervix. One recent 
advantage is the use of the ‘“Fertilopak”’ 
which is nothing more than a sponge with 
polyethylene covering which may be in- 
serted in the vaginal introitus following in- 
tercourse in the hope that this will keep 
the sperm in the vagina and in contact with 
the cervix. 


2. Cervical erosions 


Local disease of the cervix should be cor- 
rected. Having ruled out malignant disease 
of the cervix by Papanicolaou smears and 
biopsies as necessary, a variety of treat- 
ments may then be used. The most com- 
mon are the use of the vaginal sulfa cream, 
silver nitrate applied to the cervical ero- 
sion, or in cases of deeper infection by the 
use of the cautery. 


3. Endocervicitis 


This is a very common problem, and on 
microscopic examination of these secretions, 
a great number of white blood cells will be 
seen. This is usually accompanied by a 
rather thick tenacious mucous, and antibi- 
otic therapy seems to offer little help. The 
common therapy for this condition is hot 
cautery applied to the endocervical canal. 


This should not be done too vigorously due 
to the dangers of cervical stenosis. If, in 
spite of cervical cautery, a thick, tenacious 
mucous remains which will probably pre- 
vent migration of the sperm in the cervical 
canal, one may use Diethylstilbestrol, 1 mg. 
daily for a period of twenty days to see 
if this will help liquify the secretions. 


4. Incompetent cervix 


This entity, although it has existed for 
many years, is becoming more apparent, and 
a great deal of work has been done through 
the various clinics. The diagnosis is often 
difficult, but is classically seen in the wom- 
an who has lost three or four pregnancies 
due to a suddent gush of amniotic fluid in 
the second trimester of pregnancy followed 
by painless contractions and abortion. When 
they diagnose this condition by the aid of 
a salpingogram, by the use of the so-called 
“balloon test” as determined by x-ray, or 
by an endocervical os that will allow a 
sound of more than 7 mm. in diameter to 
be passed with ease into the uterine cavity, 
surgery is in order. Salvage rates of about 
75% or more are reported by various clinics. 


5. Cervical mucus 


The cervical mucus cycles in its various 
characteristics along with the menstrual 
cycle. Before and after the mid-cycle of the 
period, the mucus is rather thick, tenacious, 
and scanty in amount assuming no infection 
is present. During the several days about 
the time of ovulation there is a five-fold in- 
crease in the amount of mucus discharge 
from the cervix. In the normal state it is a 
rather clear, translucent material with great 
elasticity. This is demonstrated by remov- 
ing some mucus from the cervical canal with 
a long forcep and separating the mucus to 
form a long thread, several centimeters in 
length. This has been called “Spinbarkeit”’ 
by the Germans who first noted this phe- 
nomena. Microscopic examination of this 
mucus that has dried on a slide and in the 
unstained preparation will disclose a so- 
called “fern leaf’’ configuration. The etiology 
of this phenomena is not completely under- 
stood, but is related to the sodium chloride 
content and the estrogen level at this time 
of the period. This pretty configuration of 
structures that appear as many leaves, fern- 
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like in type, will disappear when Proges- 
terone has entered the menstrual cycle. 
Therefore, by observing a “good fern test’’, 
we have some evidence that we are having 
ovulation. 


The so-called “Huhner or Simm’s- 
Huhner” test has been known for many 
years. It is defined in various ways by many 
different authors, but essentially is as fol- 
lows. If one examines a sample of the cervi- 
cal mucus several hours after coitus, one 
should expect to see 10 to 15 motile sperm 
per low-powered microscopic field. This 
gives us some idea that the sperm has 
headed toward its goal of entering the uter- 
ine cavity. 


In addition to the use of Estrogen for 
“hostile cervical mucus” as I mentioned 
earlier, various preparations have been de- 
veloped. One is put out by the Ortho Com- 
pany in the form of Nutradiscs. This is a 
tablet high in glucose that is used for douch- 
ing in the hope that it will provide nourish- 
ment for the sperm, if used just before in- 
tercourse. If the cervical mucus is extremely 
acid, one may prescribe sodium bicarbonate 
douches to be used in the precoital period. 


II. The Tubal Factor 


Clinically, we have two methods to study 
the tubal factor, that is, by using the Rubin 
test and by use of salpingogram. 


1. The Rubin Test 


This is performed by inserting a cannula 
into the cervical canal and passing carbon 
dioxide into the uterus and through the 
fallopian tubes. If this is achieved, the pa- 
tient will complain of pain in her side and 
often referred pain from the diaphragm into 
the shoulder region. By auscultation at the 
time of passing the carbon dioxide, one may 
often hear a bubbling as it passes through 
the tubes. If there is tubal blockage, as 
demonstrated by the inability to pass the 
gas into the tubes, the patient should be 
tested on a second visit because of the pos- 
sibilty of tubal spasm. Confirmation should 
also be sought by use of salpingograms, to 
see if organic pathology is the cause. 


2 The salpingogram 
This is best performed by taking an x-ray 
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of the pelvis before passing dye into the 
uterus, a second picture after several cc. 
of dye have been passed into the uterus, and 
again some hours after the passage of the 
dye to see if the fallopian tubes are patent. 


It is interesting that both the Rubin test 
and the salpingogram appear to be thera- 
peutic as well as diagnostic. There are many 
series of cases reported where approximately 
35% of patients so tested will achieve preg- 
nancy following either one of these proce- 
dures. It may be assumed that there has 
been an element of spasm or there may have 
been some debris or mucus in the tubes and 
by removing this, the ovum is allowed to 
travel a normal course. It is also interesting 
to note that in spite of tubal blockage, as re- 
ported by both the salpingogram and Rubin 
test, a certain number of patients will be- 
come pregnant. This is very hard to under- 
stand. 


III. The Endocrine Factors 


These are many and the problems are far 
from solved. 


1. The thyroid gland 

The empirical use of thyroid for infertility 
is a classic. It is better to first consider by 
careful history and physical examination 
whether there is a problem of thyroid dys- 
function. If this is suspected, a protein- 
bound iodine test should be done, and, I 
might add, should be done before a salpingo- 
gram in order that the results will not be 
abnormal due to the use of the iodized oil. 
For confirmation, the B.M.R. and serum 
cholesterol may be significant. One may 
find the patient is in the so-called “hypo- 
metabolic” state, that is, she may have a 
normal P.B.I., a very low B.M.R., and a 
high serum cholesterol. In this situation, the 
use of thyroid or the use of Cytomel may 
be beneficial. There are recent reports that 
by the use of Cytomel in doses of 25 micro- 
grams daily for a period of several months, 
the hypometabolic state may be corrected, 
and this may lead to fertility. One may 
find the hyperthyroid state to exist and 
surgery and medical therapy may be 
needed. 


Tests for pituitary function, estrogen and 
progesterone assay, and assay of 17-ketos- 
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teroids are available in this community and 
should be used as necessary. These tests 
are expensive and often very valuable, but 
again, a careful history and physical exami- 
nation will reveal their need. Cases that 
were considered quite hopeless just a few 
short years ago can now be diagnosed and 
often treated. The patient with adrenal hy- 
perplasia that may be diagnosed with these 
aids may be treated now by both the use 
of cortisone and/or surgery and achieve 
pregnancy. 


The Stein-Leventhal syndrome which 
may be diagnosed by the aid of these and 
other tests is now being seen more com- 
monly and is amenable to therapy and 
most of these patients can now achieve preg- 
nancy. One of the greatest problems and 
the one that must be studied in most every 
patient is that of the ovulation pattern. 
There is no simple method to determine ac- 
curate overian function and all our tests 
here are indirect evidence of ovulation. Only 
by laparotomy and observation which can 
be done in the surgical laboratory can one 
be sure of ovulation. Again, the history and 
physical examination are so important. The 
patient who has the classic Mittelschmerz 
or mid-cycle pain, the girl who has severe 
dysmenorrhea, the girl who has the in- 
creased cervical mucus that shows a good 
firm pattern and good Spinbarkeit is usually 
ovulating. Additional evidences are those 
of occasional spotting at mid-cycle and evi- 
dence of normal cyclical pre-menstrual ten- 
sion. Office biopsy of the endometrium may 
be done from the 23rd to the 26th day of 
the cycle, and, if a secretory endometrium 
is found, it implies that there is a normal 
corpus luteum and by hindsight we can say 
that ovulation has occurred. 


The vaginal smear for cyclical changes in 
endocrine function also may demonstrate 
ovulation. 


The “fertility testor’’ as developed by Dr. 
Joseph Doyle of Boston is an ingenious de- 
vice similar to a vaginal tampon, the end 
of which contains a piece of ““Tes-Tape’’. 
If this is inserted in the vaginal canal daily, 
characteristic color changes are seen at the 
time of ovulation. This is a further aid for 
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calculating the time of ovulation and is now 
commercially available. 


However, what one needs in clinical prac- 
tice is a simple, inexpensive method, and 
that is achieved by the use of the basal 
temperature curve. The patient is instruct- 
ed to take daily basal temperatures for a 
three-month period. Clasically, at mid- 
cycle, there will be a 3/5 of a degree or 
more rise which is sustained for the re- 
mainder of the cycle. This is due, it is felt, 
to the thermogenic property of progesterone 
and implies that the patient has ovulated 
about the time of the temperature rise. By 
having the patient take her temperature 
and accurately recording it for this length 
of time, we may disclose when she is ovulat- 
ing and hence suggest when is the best time 
for intercourse in the hope for achieving 
conception. 


In spite of temperature curves, many 
cases do not fit in the usual pattern and 
ovulation may only be plotted by use of a 
so-called Farris rat ovary hyperemia test. 
This is readily available in Philadelphia. 
There is a rough rule that seems to be help- 
ful based on Dr. Farris’ research as follows: 
The patient is asked to determine how often 
she menstruates accurately by the calendar 
for a three-month period. The length of the 
average menstrual cycle is then calculated, 
and this number divided by two, so that in 
the average 28 days’ cycle this would imply 
ovulation on day 14. It is then suggested 
that intercourse occur daily for a three-day 
period starting two days before ovulation 
with the stipulation that abstinence be 
practiced for five days preceding this. This 
schedule may then be moved up in succes- 
sive three-month periods by one day in the 
hope that the ovulation period will be 
straddled. 


A not inconsiderable number of women 
may be troubled with oligomenorrhea, poly- 
menorrhea, or menstrual periods at grossly 
irregular intervals. Here again the empirical 
use of thyroid may be of help. Cyclic ther- 
apy with the various estrogen and proges- 
terone preparations may help stabilize the 
cycle, and hence help toward normal ovula- 
tion. However, in spite of the many prepara- 
tions available many patients fail to respond 
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and once treatment has been withdrawn the 
erratic type of menstrual cycle may return. 


The induction of ovulation by intraven- 
ous estrogen at mid-cycle or by injections 
of chorionic gonadotrophin is reported. The 
results are sporadic and leave much to be 
desired. Induction of ovulation by low 
dosage of radiation to the pituitary and/or 
ovary are often successful. In the most 
refractory cases, however, these methods 
have fallen in disrepute in recent years due 
to the evidence of the genetic damage that 
irradiation therapy may cause. 


When both husband and wife appear en- 
tirely normal and conception fails to occur, 
consideration should be given to psychiatric 
factors of infertility. I believe Dr. Kay will 
cover this respect of the problem for you 
later this evening. 


In spite of our incomplete knowledge of 
the physiology of reproduction, much can be 
achieved. Many important pathological con- 
ditions may be diagnosed and corrected; 
conception may be speeded up, and newer 
methods of diagnoses and therapy every 
year offer further encouragement. When all 
else fails, a couple may be helped toward 
adoption to fulfill their desire for parent- 
hood. 


Dr. Morton Keyser: I have just one 
small aspect of infertility to discuss. When 
one runs into pathology that can be cor- 
rected surgically, the solution is very simple. 
Unfortunately, this is only a small portion 
of all infertility cases. 


My main reason for discussing this is that 
the last three cases I had with surgical 
pathology are pregnant at the present time. 
Doctor Levinson mentioned the Stein- 
Levanthal syndrome. I have two patients 
that perhaps might be classified as such, al- 
though, they do not fit the standard text- 
book pattern. The first was age 35 when 
I first saw her. She told me she had not had 
a period for over a year. Previous to that, 
in another study, she had had an occasional 
period for two years whenever she received 
various hormones, and when she left there, 
a year passed before she sought out any 
further help. During that year, of course, 
there were no periods. She had one child in 
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1953. Her difficulty started after that de- 
livery. We gave her a complete infertility 
work-up; her studies were all normal. The 
PBI was normal and her general physical 
and laboratory work was normal. Her hus- 
band was normal. Her gonadotrophic hor- 
mones, and her 17 ketosteroids were within 
normal limits, although, I believe in Stein- 
Levanthal syndrome, they are frequently 
abnormal. Her estrogin level was within 
normal limits. After watching this patient 
for a year, (I knew that her ovaries were 
palpably enlarged) I was precipitated into 
operating on her. Like a number of my 
other patients with this syndrome she was 
suddenly discovered to have rather severe 
left lower quadrant pain. I did a wedge- 
resection on both ovaries. The laboratory 
report confirmed the clinical impression that 
the capsule of both ovaries were quite thick- 
ened, and both ovaries had many follicle 
cysts. Her recovery was as usual, and she 
started menstruating regularly every 28 to 
30 days, with a period one month after sur- 
gery. The operation was performed Septem- 
ber 13, 1957. Her last period was May 5, 
1958. Less than a year later she was preg- 
nant. She is still pregnant, of course, due 
in February. This is one illustration of a 
surgical solution to a specific problem. 


The other patient is somewhat different 
in that her menstrual periods were irregular, 
occurring anywhere from 28 to 60 days. This 
started following her first delivery, January 
28, 1955. I had first seen her January 25, 
1954, one year before her first delivery be- 
cause of infertility. She had a _histosal- 
pingogram, endometrial biopsy, and _ so- 
forth, and incidentally, this is one of the 
patients that got pregnant after the sal- 
pingogram. She delivered in 1955. Her 
periods had become irregular immediately 
after her delivery. She also had palpable 
enlargement of both ovaries and consider- 
able pain. This time, I was also precipitated 
in doing surgery because of the pain. It was 
the same story, thickened ovaries, many 
many cysts in both ovaries; wedge resection 
was done and recovery with menstrual 
periods once a month thereafter. Her opera- 
tion date was May 14, 1957. Her last men- 
strual period was August 22, 1958. That’s 
a little bit better than a year that she be- 
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came pregnant. She is, of course, still preg- 
nant. 


The third case I have is a patient who 
had infertility, but once again, I operated 
because of the pathology. She had a myoma 
which was more than twice the size of the 
uterus itself and had enchroached upon the 
endometrial cavity, and which I think, was 
responsible for her menstrual irregularity. 
I operated on her for that reason. She is 
now pregnant. Because I entered the en- 
dometrial cavity, I feel I must do a Casar- 
ean section. 


I have no cases that are obvious such as 
tubo-obstruction corrected by surgery. The 
few cases that I have seen in the last few 
years, and there are not many, have refused 
to be operated upon. 


Dr. Preston: So far, from the standpoint 
of gynecology, the subject has been very 
well discussed. I was wondering if we could 
ask Dr. Hayden if he would say something 
about tubal occulsion and the treatment 
surgically. It might be unfair because he 


wasn’t prepared for it, but I think he would 
tell us something about that. 


Dr. Richard C. Hayden: The treatment 
of tubal occulsion in infertility is very poor 
—about 50%, and actually that is in a 
series of two cases. If you have a hundred 
women whom you know have a tubal occlu- 
sion and decide that they need some type 
of plastic surgery, your percentage of women 
becoming pregnant is about 5%. That 
means a normal full term pregnancy. 


Years ago, they used to use catgut, black 
silk, and other media to kep the tube open. 
Since the advent of polythylene tubing, 
tubal patency has been increased. The poly- 
ethylene tube is slipped through the end 
of the tube, down into the opposite end and 
out through the uterus, and through the 
cervix. It is left free in the vagina and you 
normally leave it there approximately four 
to six weeks. The difficulty that arises is 
that many times through peristalsis of the 
tube it will be brought down before that 
time. At the end of this six weeks you can 
do a salpingogram to find out if the tube 
is open. Some men will wait two or three 
months before this is done. Actually, I don’t 
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think it makes too much difference. I feel 
in six weeks time healing has taken place 
and it will also help to keep the tube open 
by injecting radio-opaque material. The per- 
centage of success, of course, is very low. 
It came into prominence about five or six 
years ago, and it gradually has been used 
less frequently because of the slim chance 
of success. 


Dr. Preston: After the gynecologist is 
finished with the female partner, we then 
look to the urologist to see what he can 
do about the male. 


Dr. James J. Gallagher: In most series 
that are reported in the literature on in- 
fertility, it has been emphasized that ap- 
proximately forty to fifty percent of the 
difficulty lies with the male. 


The male infertility patient requires two 
visits to the office. On the first visit, a 
careful history, which includes sexual his- 
tory and past medical history especially, 
should be taken. This is followed by a 
physical examination which, of course, is 
focused primarily on the genital organs. 


An explanation of how the semen speci- 
men is to be obtained then follows. 


During the past year I have been using 
the cervical spoon of Doyle to procure the 
specimen. These spoons are obtainable 
from Milex, 4334 Forty-third Street, Long 
Island City 4, New York, for one dollar 
each. With each spoon comes a set of in- 
structions so the discussion is an amplifica- 
tion of these. Briefly, this is how it is done. 
The husband is instructed to insert the 
spoon just prior to intercourse. After in- 
tercourse, the wife lies supine for thirty 
minutes. The spoon is then withdrawn and 
the contents placed in a small open-mouthed 
bottle. The thirty-minute time limit is 
necessary for liquefaction to occur in the 
ejaculate which is usually a gel when it is 
first emitted. There are two precautions: 
first, the spoon must be very carefully re- 
moved so as not to spill the semen, and 
secondly, the bottle must be absolutely 
clean and free of any chemical. On the sec- 
ond visit, the semen analysis is done. 


In a series of 33 patients examined, there 
were 22 normal semen analyses and 11 in 
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which the sperm count was reduced below 
normal. In patients with normal counts, the 
average sperm was eighty-five million per 
cubic centimeter. It is interesting to note 
that in six of the patients who had ab- 
normal count, the examination of the testes 
was normal. This proves a point that sub- 
fertile men are not necessarily subvirile. 


When the sperm count is normal and 
the morphology and motility are also nor- 
mal, the emphasis can then be placed on the 
female partner, the examination of whom 
is much more difficult. 


In those men whose sperm count is re- 
duced below forty million per cubic centi- 
meter, the sperm count is repeated several 
times, abstinence being practiced at least two 
weeks prior to the examination. In those 
patients whose sperm counts are still low, it 
is recommended that they practice absti- 
nence and have intercourse only at the time 
of ovulation. There appears to be some evi- 
dence in the literature which indicates that 
subfertile men, by abstinence, may increase 
their sperm count. In this small series, there 
are several patients who have increased 
their counts by approximately fifteen to 
twenty million, utilizing abstinence. In 
those male patients who are azoospermic or 
oligospermic, testicular biopsy is recom- 
mended. These are done on an out-patient 
basis under sodium pentothal anesthesia, 
requiring only a very short convalescent 
period. The testicular biopsy is done to 
distinguish between those patients in whom 
there is an obstruction of the vasa or in 
whom there is a congenital defect of the 
conducting pathways for the sperm and 
those in whom there is an endocrine defi- 
ciency. In those patients in whom an en- 
docrine deficiency is suspected urinary 
gonadotrophic hormones should be esti- 
mated in order to eliminate a pituitary 
factor. 


If the testicular biopsy has indicated that 
there are spermatogonia and that spermato- 
genesis is present but has been depressed, 
the use of the rebound phenomenon may 
be considered. The successful results in the 
series of persons who are using the rebound 
phenomenon are reported to vary from seven 
to twenty-one percent. The technique is to 
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use seventy-five milligrams of testosterone 
intramuscularly twice a week for eighteen 
weeks. Repository testosterone may be 
used, two hundred milligrams once a week, 
for fifteen weeks. When using the rebound 
phenomenon, ordinarily the semen is ex- 
amined every six weeks. The sperm general- 
ly disappear after twelve weeks and if the 
sperm were going to rebound, this usually 
occurs in the fourth or fifth month follow- 
ing injection. The surgical procedures used 
to correct infertility in the male generally 
offer a fair degree of success. 


Many couples when presented with this 
problem would rather adopt children, since 
the chances of success in many of these 
procedures are so low, even after much 
effort. 


In conclusion, therefore, we might say 
that the man should always be examined 
first. In my own practice, the cervical spoon 
of Doyle has been found to be extremely 
useful in obtaining semen for analysis and 
the treatment for male fertility is at the mo- 
ment very difficult. 


Dr. Preston: The male partner at times 
because of religious convictions is reluctant 
to consult a urologist because he believes 
that a specimen obtained by coitus inter- 
ruptus or a masturbation specimen is sinful. 
For this reason Doyle’s cervical spoon has 
been given the green light as far as the test 
is concerned for those with these religious 
convictions. They can be assured that this 
test is licit. 


The next phase Dr. Kay has consented 
to discuss. I think all of us have had the 
experience—particulariy when you try to 
work up these patients and can find nothing 
wrong with either partner and advise that 
they resort to adoption—to find it not un- 
common that before they sign the adop- 
tion papers and come in for examination 
you find them pregnant. There certainly 
must be some tensions that might be a 
factor in the problem of infertility as well 
as other psychiatric disorders. 


Dr. Jerome Kay: I was pleased to be 
asked to make some comments here tonight 
because all of us know that the psychiatric 
factor certainly plays a role in infertility. 
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Social workers and physicians alike have 
made the observation that many an infertile 
woman after adoption finds that she be- 
comes pregnant. There is a remark made 
that very shortly after the first visit to the 
infertility clinic that they seem to conceive 
without any real studies or tests being done, 
except for one or two preliminary inter- 
views. 


I think we have to stress, however, that 
we must have an integrated approach to 
this situation—a psychosomatic approach. 
It seems paradoxical that individuals who 
are consciously desperately anxious to have 
children, because of deeper unconscious at- 
titudes and conflicts, defeat their very pur- 
pose and remain infertile. And yet these 
observations, I think, have been made by all 
of us. One of my patients with difficulties 
in his sexual functioning lives in fear that 
he will contract venereal disease or get a 
young woman pregnant. He developed psy- 
chosomatic visual symptoms of a rather in- 
teresting nature after sexual intercourse. 
Within 24 to 48 hours retinal changes occur 
which are many times purely transitory. 
He states, ““You know, Doc, my trouble is 
that I can’t do what comes naturally, natur- 
ally”. I think this does describe quite well 
his attitude and the results that occur from 
this. 


We do know that there are some five mil- 
lion childless couples in the United States, 
most of whom it is estimated are childless 
from infertility, and not from choice. It is 
often thought that perhaps there is a con- 
nection between symptoms of frigidity, va- 
ginismus, dyspareunia, on one hand, and 
sterility on the other. The connection is 
certainly far from clear. I’m sure we have 
all seen women who have experienced abso- 
lutely no conscious sexual interest of any 
kind who are quite fertile. There is no 
absolute relationship, but the question re- 
mains whether the same factors that influ- 
ence frigidity may also lower fertility. 


Lack of a total orgasm which goes with 
frigidity might possibly impair the involun- 
tary part played by the pelvic apparatus in 
insemination. Lack of proper orgasm might 
cause secondary local congestion and thus 
lead to impaired function in the pelvis. 
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Many gynecologists believe that pelvic con- 
gestion may result from sexual excitemnt, 
not discharge and orgasm. This point might 
be controversial. 


The psychosomatic point of view suggests 
that tensions of day-to-day living affect our 
normal physiological functions, including 
those of reproduction. Such problems of 
sharing an apartment with the in-laws, em- 
barassment at the time of sexual inter- 
course, which is often quite unrealistic but 
due to the person’s own sensitivity, financial 
insecurity, ideas of infidelity, and so on, 
seem to affect the ability to conceive, while 
peace of mind and relaxation apparently 
promote fertility. It has been said that va- 
cations with freedom from responsibilities 
often lead to greater potency, less frigidity, 
more frequent intercourse, and, in turn, 
conception. 


The act of seeking medical advice often 
leads to conception before studies are even 
begun. There is a condition, because of the 
interest, of course, keeping a temperature 
chart which is described as “temperature- 
chart phobia,” in which the husband and 
wife develop a tremendous amount of 
anxiety, watching the temperature curve, 
charting the situation, and they have the 
feeling that it is absolutely necessary now 
that coitus be performed at a particular 
time and this sometimes leads to more diffi- 
culties than it does to help. 


Infertility may be absolute on one hand, 
in cases of pelvic and glandular abnormal- 
ties due to the many varieties of organic 
disease. Other forms of infertility are rela- 
tive, depending on a great variety of or- 
ganic, metabolic, and psychic factors. So 
far as psychodynamic motivations of steril- 
ity are known, the same conflicts which 
cause depression or anxiety in one woman 
may be elicited in connection with sterility 
in another. The women who suffer from 
functional sterility are unaware of their 
anxiety and their hostilities in regard to 
childbearing. They may go on asserting 
their unambivalent attitude toward mother- 
hood, whereas, paradoxically, underneath it 
all they are quite hostile and terrified of the 
idea of conception, carrying a youngster on 
to term and delivery. 
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Functional sterility has many variations. 
In some cases, it may not amount to a real 
psychosomatic symptom because there is no 
somatic change. For example, a woman 
might appear sterile when her desire for in- 
tercourse is suppressed during the fertile 
period and coitus takes place only during 
the infertile stage of the cycle. I have a 
man patient at the present time who suffers 
from impotency and almost at the time that 
his wife is fertile. She is a nurse, and he is 
a Ph.D. chemist. They have read medical 
books and are well aware of sexual physi- 
ology. The time that he suffers his impo- 
tency is at the time when his wife is ovu- 
lating. He is perfectly capable of function- 
ing just on either side of the period. She is 
quite angry about this. He states that she 
is “‘reading”’ his mind, that she can tell that 
unconsciously he does not want to become a 
father, and so on. He is quite disturbed 
about this, because he states he does want 
to become a father. 


Somatic changes leading to infertility 
might be a shift in the cycle so that ovula- 
tion may occur during menstruation when 
coitus usually does not take place, a greater 
organic compliance in cases where sterility 
is caused by spasm of the fallopian tubes 
and their occlusion. And also in those cases 
where psychosexual conflicts lead to a sup- 
pression of ovarian function so that ovula- 
tion does not occur. 


We have to have an integrated approach, 
as I mentioned before. Of course, I think 
that there is a whole field of forces that 
operate upon the infertile couple. Factors 
that are responsible for psychosomatic in- 
fertility are as follows: behind the conscious 
desire for pregnancy is a deeply repressed 
wish not to get pregnant. It is usually due 
to markedly emotional insecurity and im- 
maturity associated with the fear of mother- 
hood and rejection of the feminine role. 
These conflicting emotions are mediated 
through the limbic system (rhinencepha- 
lon) which automatically modulates auto- 
nomic somatic behavioral and endocrine 
mechanisms that affect the physiology of 
ovulation, implantation and even viscosity 
of the cervical mucus (so-called “hostile 
cervix’). Secondly, there is the unconscious 
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awareness of ovulation and the conscious 
avoidance of coitus. We find this quite 
often if we follow our patients carefully. 
Thirdly, a transitory or persistent tubal 
spasm due to autonomic imbalance is an- 
other defense a woman has against preg- 
nancy. The endocrine glands are considered 
basically the end organs of the central nerv- 
ous system in this functional sense and they 
do not function autominously. They are 
stimulated through the senses, the primary 
signal system via the cortico-hypothalamic- 
pituitary-adrenal acids axis also through 
the complex system of internal feed-backs 
in the tissues and target organs, so called 
“secondary signal system’. Now, these two 
affect the higher neural centers. Thus, the 
follicle stimulating hormone and leuteiniz- 
ing hormone, ACTH and other gonadatro- 
pines, are regulated through our endogenous 
and exogenous rhythm, mediated by the 
limbic and reticular activating system. 
These are the areas that are responsible for 
behavioral subliminal projections. Altera- 
tions in gonadotropin output affect court- 
ship, sex interest, motherliness, ovulation, 
ester behavior, and even produce _ tubal 
spasm. 


In the broadest sense, I think we can look 
in terms of disturbance in interpersonal re- 
lationships as having a definite effect upon 
fertility. Certainly those people who are 
unable to form any close or sustained rela- 
tionships so that they are eventually unable 
to marry, are not carrying on their share 
of the burden as far as procreation of the 
race is concerned. 


Psychogenic reproductive disturbances in 
the male include impotency, premature 
ejaculation so that ejaculation occurs even 
prior to penetration and coitus reservatus, 
so that there is no ejaculation after pro- 
longed intercourse. In the female, dyspare- 
unia, vaginismus, and contractions of the 
vagina with expulsion of the semen have 
been seen in the same way to influence fer- 
tility mechanically. Then, of course, we 
have the subtle, unconscious personality dif- 
ficulties: people who seem to unconsciously 
defeat the very purpose. 


Now, I’ve already mentioned, as far as 
the mechanism of functional sterility is con- 
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cerened, spasm of the fallopian tube, and I 
should mention emotional influences on the 
menstrual function. Twenty-three out of 
eighty-five amenorrheic women were stud- 
ied. Disturbances in ovarian function oc- 
curred in these people after marked psycho- 
logical stress, such as sudden death in the 
family, infidelity on the part of the hus- 
band, incompatibility, and violent quarrel- 
ling or sudden departure of the husband to 
war service. Previous menstrual history in 
these women is normal, and no evidence of 
organic disease was found in the entire 
group. Laboratory studies revealed failure 
of ovulation in all cases with evidence of 
deficiency in the estrogenic hormone. I 
think it was said in a parody that “what 
this country needs is a good five-cent ovu- 
lator’, and I guess this is true. In many 
other patients, psychological problems 
supress ovulation, although menstruation 
does occur. 


Now a third mechanism utilizes a stress 
gauge which records human _ non-gravid 
uterine contractions: a man by the name 
of Vickers demonstrated that the emotions 
may effect uterine physiology and in this 
way play an important role in infertility. 
He gave as an example a woman who had 
been infertile for a long time, having taken 
a recording with a normal uterogram on 
her, she was told that pregnancy was highly 
improbable. The uterogram showed a rath- 
er dramatic change, hypertonic movements, 
dysrhythmic contractions, and the intra- 
uterine pressure reached 240 mm. of water 
and the normal at the height of the con- 
traction is considered to be 60. Perhaps 
it is not stretching the imagination, then, 
to conceive that a uterus reacting in such 
a manner is one in which sperm migration 
is likely to be impeded. 


Endometrial changes affecting fertility 
have been discussed at length in many ar- 
ticles, but an inadequate development of 
the endometrium during the luteal phase 
of the menstrual cycle appears to be a cas- 
ual factor in infertility in many women. 
This work was done at the Free Hospital 
for Women in Brookline, Massachusetts, 
and Harvard University. They believe that 
physiological hyperplasia of the endome- 
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trium associated with early pregnancy be- 
fore or at the time of a missed menstrual 
period occurs when the implanted ovum is 
normal or abnormal. Endometrial dating 
correlates with clinical post-ovulatory dat- 
ing as shown by basal temperature records 
period occurs when the implanted ovum is 
The possibility, then, of the endometrium 
reflecting deeper unconscious emotional 
factors certainly is possible. 


Scant attention has been paid, on the 
other hand, to the effect of unconscious 
conflicts over fatherhood. Effects on sperm 
quantity have never been clearly demon- 
strated. Sperm quantity and motility may 
be normal; yet if one or more enzyme sys- 
tems in the sperm are missing as the result 
of a faulty protein synthesis, the charac- 
teristic structure of proteins which deter- 
mine the size and shape of the cell and the 
functional protein which regulates metab- 
olic activity, the genetic organizer and ma- 
terial necessary for normal fertilizing power 
will be absent. 


In studying the psychology of the func- 
tionally sterile woman, many things have 
been observed. I’ve only mentioned women 
who’ve conceived after adoption, after 
medical consultation, career women who 
give up jobs and then find that they have 
become fertile, and social factors, such as 
the fear of performing coitus because they 
will be overheard if living with parents. I 
should add the idea of douching for clean- 
liness immediately after coitus, because a 
woman has been brought up with the idea 
that sex is a dirty procedure and she wants 
to cleanse herself of this dirty material, and 
failure to seek help with the problem of 
sterility because of emotional attitudes (a 
man will often find he will have a problem 
in accepting the fact that he even has a 
problem, and will be rather reluctant to 
more often in women who become pregnant. 
seek help). For example, one of our col- 
leagues years ago was one of the first phy- 
sicians to point out that the human male 
might have something to do with infer- 
tility. When he produced his objective sci- 
entific data, he was accused by his male 
medical colleagues of ‘unethical medical 
practices”. Even physicians have a certain 
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amount of feeling about this. I remember, 
too, one of the questionnaires that was 
asked freshmen at the University of Penn- 
sylvania Medical School. I won’t mention 
the class (it wasn’t mine) but a very high 
percentage of the men did masturbate and 
examine their semen under the very handy 
microscope anxiously looking for large num- 
bers of active spermatozod. These were 
anonymous questionnaires with many other 
attitudes involved, but this point did come 
up in the evaluation. We all have a certain 
concern about our potency and our virility. 


It was found also in studying infertile 
women that a large percentage are aggres- 
sive and domineering and assume a mascu- 
line role in marriage. They are likely to 
have psychogenic barriers to conception. 
Obviously, there are many women of this 
nature who do conceive. In reviewing body 
temperature charts with infertile women, 
some gynecologists have suspected that 
part of the attraction of keeping the record 
month after month is the assurance that 
pregnancy has not occurred. Sometimes 
these women seem very pleased when they 
are told that the sperm analysis of the hus- 
band has been displayed as the cause for 
the sterility. 


Other personality studies in women in 
surveys in infertile women reveal that moti- 
vation for pregnancy is not normal, but 
seems to merely satisfy the husband’s de- 
mand, or to patch up a shaky marriage, or 
the woman wants to be like other women 
and have children, to have something of her 
very own: to have somebody to love and 
someone who would be able to love her and 
to show her mother how to raise a child, a 
rebuke to her own mother for the misdeeds 
that mother did to the particular woman 
involved. Also, it is revealed that there 
were unhealthy reasons for the marriage in 
these infertile couples: early impulsive mar- 
riage based on guilt over illicit sexual rela- 
tions, a belief that the woman was pregnant 
so that they had to get married, and often 
this was merely a functional problem, fre- 
quent marital discord occurs. 


Preponderant references to attitudes de- 
nying sexual, menstrual, and reproductive 
roles with many instances of genital and 
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menstrual disturbances were seen in these 
infertile women: vaginismus, frigidity, sex- 
ual avoidance, dysmenorrhea, irregular 
cycles, and bleeding disorders of functional 
nature. Disturbances in the intrafamiliar 
relationships and emotional security in 
childhood in these women and an impaired 
identification, either a denial of the mother 
image on one hand, or an imitation of the 
male role on the other. 


Studies reveal that psychogenic factors 
are present in most of these patients, 
whether organic pathology was present or 
not. The line of demarcation between or- 
ganic and psychogenic sterility becomes 
rather indefinite when one considers the 
failure to ovulate and tubo-spasm due to 
psychological tension or defects in the lin- 
ing of the uterus, hostile cervical secretions, 
or faulty sperm production. Dr. Ford in 
Philadelphia used an inventory question- 
naire and more or less identified two differ- 
ent types of infertile women. One, I’ve al- 
ready mentioned, is the aggressive, competi- 
tive and masculine type of woman. The 
other is the passive, dependent type of 
woman, who tends to establish a child- 
parent relationship in the marriage and is, 
in a sense, not really grown up at all. Re- 
productive functioning was either totally or 
partially suspected as a result of the pri- 
mary empasis on the incorporative gratifi- 
cation of these women. The last thing such 
women really desire was weight reduction, 
normal ovarian function and fertility. 
These use many rationalizations for not 
dieting and taking medication. They break 
office appointments and also all other kinds 
of other resistances. Informed that they 
are not ovulating, they show no concern, 
and this is indicative of their ambivalence 
toward motherhood. 


As far as the treatment is concerned, 
Buskin and Sherman independently report- 
ed that the un-treated group of infertile 
patients being used as controls may con- 
ceive just as readily as those treated by all 
forms of therapy. 


On a long range basis, I think, certainly 
in terms of mental health and a preventitive 
type of thing, that early training in child- 
hood about the acceptance of the sexual 


‘ 
Pes 2: 
> 
= 
: 
Fe 
iF 
Bre 
= 
5 
= 
> 
ats 
yp 


126 DELAWARE STATE MEDICAL JOURNAL 


role, proper sex education, healthy atti- 
tudes toward sex and menses, and so on, 
can help in the long run. About 35% of 
infertile women get pregnant soon after 
treatment is begun. The enthusiasm of the 
treatment seems to decrease the anxiety of 
the couple, and, according to some men, a 
decrease in circulating epinephrine will held 
infertility, and an excessive quantity of epi- 
nephrine seems to cause infertility indi- 
rectly. 


Dr. Kroger of Chicago states that a se- 
lective denervation of proximal tubes and 
cervix readily cured infertility due to tubal 
spasm. I would like very much to know 
how we can decide which of our patients 
have this problem and which cases we can 
choose. He speaks rather enthusiastically 
of this, but I have some question as to how 
one would actually select the patient. The 
fallopian tubes have been referred to as the 
most hysterical portion of a woman’s anato- 
my and they relax following sympathomi- 
metic drugs and hypnotism. 


Good history taking and an understand- 
ing of the psychosexual development of 
these infertile women will reveal the cause 
of the pertinent psychopathology. Isolated 
psychological factors per se do not account 
for psychosomatic infertility. It is of the 
utmost importance for a woman to compre- 
hend how and why her faulty attitudes in- 
fluence the organism to respond to psychic 
stimuli. Kroger states that in addition, he 
used hypnosis, not only to establish men- 
struation in amenorrheic women, but also 
to enable many tense individuals to relax 
after coitus to alleviate tubal spasm. I 
think that we all have to work together in 
this problem—psychotherapy of those men 
and women who have obvious disturbances, 
who are organically without any disease, 
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and whose basic underlying attitudes are 
rather antipathetical as far as pregnancy 
is concerned—these people can be helped. 


I remember a rather humorous letter I 
got from a couple who had seen me. The 
woman was rather frigid, had been infertile 
for a while—she had improved remarkably. 
The couple moved to the Midwest and I 
received a letter from the husband who said 
(and these may not be quite his exact 
words) that his wife is pregnant and he at- 
tributed this directly to me. It was very 
gratifying to get such a letter Super- 
ficial psychotherapy would include such 
things as advising changes in habits and 
environment for couples who are highly 
embarrassed about sexual matters or advis- 
ing vacations for compulsive workers. I 
think that the percentage of individuals 
who have infertility on this basis is really 
quite low. Those people who have deeper 
personality disturbances take more time and 
deeper more probing pyschotherapy. I don’t 
think that anyone can give a figure on any 
group of people treated this way, but never- 
theless, I would say that perhaps in the 
area of 25% to 40% of these people can be 
helped if they can gain understanding as 
to their hostile attitude toward sex. 


In conclusion, a broad integrated ap- 
proach to problems of infertility is the only 
one. Along with anatomical and physio- 
logical investigations of infertile couples, an 
understanding of their deeper emotional at- 
titudes toward sex, procreation, and chil- 
dren, are imperative. The influence of 
deeper unconscious conflicts through the 


nervous system can affect the endocrine 
glands and sexual organs. The teamwork of 
all physicians working with infertility prob- 
lems is imperative. 
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THE VALUE OF A VIRUS LABORATORY 
IN A COMMUNITY’ 


GEORGE J. Bornes, M.D.** 


A virus laboratory is a vital link in the 
present day diagnostic armamentarium of 
a hospital and of a community. 


There are many bacterial infections in 
patients which give clinical symptoms and 
signs similar to those which are produced 
by a virus infection. Having a virus labor- 
atory, we can get specimens for immediate 
processing and thus be able to make a defi- 
nitive diagnosis in a matter of a few days. 
This laboratory also will isolate and iden- 
tify new virsuses and establish the relation- 
ship of these to human pathogenicity. The 
early recognition of a virus disease outbreak 
or epidemic in a community is another in- 
valuable function of a local laboratory. 


Up to the persent time, specimens for 
virus studies, mainly stool specimens and 
blood for complement fixation tests, were 
sent out-of-state. Material had to be 
packed carefully in dry ice and marked 
“special delivery”. To do this with the aid 
of regular laboratory help required several 
hours, and, under some circumstances, sev- 
eral days. Occasionally tubes containing 
blood were broken in transit, thus necessi- 
tating getting new specimens from patients 
at a much later date from the onset of ill- 
ness. Another factor in the loss of valuable 
time has been the tendency to accumulate 
many specimens before processing. As a 
result, our reports were received many 
weeks later, reducing their value to that of 
a statistical nature and rendering them use- 
less as far as aid to the patient was con- 
cerned. It is, therefore, apparent that an 
out-of-state virus laboratory, in spite of its 
excellence, cannot serve a community with 
the same efficiency as a local one. 


*Read before Journal Club, St. Francis Hospital, September 1958 


**Director, Department of Medicine, St. Francis Hospital, Chief 
in Medicine and Communicable Diseases, St. Francis and 
Wilmington General Hospitals 


Through a local laboratory many puz- 
zling virus problems can be studied. One 
of these is the relation of a virus isolated 
from healthy persons or from carriers. It 
can be shown whether such a carrier has 
any immunity to his virus. A person does 
not produce antibodies in his system unless 
he has an active infection; thus, it can be 
determined whether the patient is a carrier, 
whether he has an active infection, or 
whether he had an infection in the past. It 
is not known, as far as I can determine, just 
what happens in the body—low resistance, 
another infection, or allergic manifestation 
—which causes a dormant “carried” virus 
to become activated and make the patient 
sick. 


The susceptibility of a community can 
be evaluated by learning the degree of im- 
munity in the population to a certain di- 
sease. Spot-checking for polio antibodies has 
been done in various parts of the world 
(Egypt, India, China, and Mexico) to de- 
termine whether the young or the adult 
populations carried sufficient antibodies 
from previous infections. In Mexico, it was 
found that the adult population is prac- 
tically immune, whereas children were not. 
As a result, 90% of the patients with acute 
polio were children under six years of age, 
and it was a rare occurrence for an adult to 
contract the disease. Adults who contracted 
severe polio in Mexico were non-natives. 
Complement fixation, hemagglutination in- 
hibition, and neutralization tests were used 
for antibody studies. Specific immunization 
programs with inactivated vaccines, such as 
the Salk polio or polyvalent flu vaccine, are 
then possible and desirable in the suscep- 
tible population. 


With a virus laboratory in the commun- 
ity, little time is lost in identifying new 
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viruses or mutants of old ones as they make 
their appearance. The Asian influenza of 
1957 and the newly discovered (1958) 
hemadsorption (HA) viruses which cause 
upper respiratory disease in infants and 
children are excellent examples. 


The virus disease entities which are rec- 
ognized by characteristic clinical symptoms 
and signs, and for which practical inexpen- 
sive viral tests are available are those which 
involve the central nervous system, the up- 
per respiratory system, the lungs and 
pleurae, and the _ gastrointestinal tract. 
Poliomyelitis, Coxsackie, some ECHO 
strains and New Castle disease involve the 
central nervous system. New Castle disease 
afflicts chickens and may infect human con- 
tacts. The Adeno, various flu strains, her- 
pangina and pleurodinia Coxsackie strains, 
and other upper respiratory viruses infect 
various parts of the respiratory system, and 
the ECHO (Enteric-Cytopathogenic Hu- 
man Orphan) strains involve the gastroin- 
testinal system. These viruses produce 
fever, nausea, vomiting, intestinal cramps 
and diarrhea, and, in some patients, mild 
central nervous symptoms of aseptic men- 
ingitis. 

These diseases may be diagnosed by the 
virologist by collecting specimens of blood, 
stool, spinal fluid, sputa or throat washings, 
pleural fluid, vesicle fluid, and others. These 
are prepared and then inoculated in various 
cell lines or primary tissue cultures, suck- 
ling and young mice, embryonated eggs and 
other hosts. Pathological tissues, e.g., lung, 
can also be sent to the virus laboratory for 
processing if viral etiology is suspected. 

Bacteriological studies are faster and 
easier aids in making a diagnosis, but after 
bacteriological infections have been ruled 
out, many patients, especially those with 
“fever of unknown etiology” can be inves- 
tigated for viral infections. 


Besides the actual growth of a virus in 
the various tissues and animal inoculations, 
the virologist has access to additional con- 
firmatory diagnostic methods by studying 
the antibody titres in the patient’s blood. 
To do this, at least two blood specimens 
are needed: one obtained as soon as the 
patient is seen (known as the “acute speci- 
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men’’), and one 10 to 14 days later and, if 
possible, a third one (known as the “con- 
valescent specimens”) and are processed 
simultaneously. When the titer of the an- 
tibodies involved is much greater—four fold 
or more—in the convalescent speciments, 
the finding is of diagnostic significance for 
the disease which stimulated the body to 
produce them. The microbiologist routine- 
ly uses complement fixation tests for anti- 
body titers in such infections as rickettsial 
diseases and heterophile antibody in infec- 
tious mononucleosis. 


A detailed history and a complete physi- 
cal examination are of primary importance 
in arriving at a clinical diagnosis. If we 
find that the history, physical, and bacterio- 
logical studies are inconclusive, and a pre- 
sumptive viral diagnosis is made, we must 
then take the specimens for viral studies. 
It is well to collect the sputum, stool, spinal 
fluid, and blood early, because it is during 
the first few days of such infections that 
the highest incidence of positive results are 
obtained. Throat swabs, stools and spinal 
fluid are processed at once, and blood serum 
is saved in the refrigerator until later when 
the second or third blood specimens are ob- 
tained for titer studies. 


In the presence of an epidemic or an out- 
break of a new disease, specimens are se- 
cured from six to ten patients whose history 
and symptoms are characteristic for the ex- 
isting malady. 


Since tissue cultures were adapted for 
virus growth, virus studies have been made 
much simpler and less expensive than for- 
merly when monkeys were required for in- 
oculation. Various tissues respond differ- 
ently to the various viruses; therefore, it is 
imperative that the virologist be given a 
complete history of the illness in order to 
be able to choose the proper host for isola- 
tion. 


After the virus is grown, in addition to 
the characteristic cytopathogenic changes 
which may be produced, the virologist uses 
specific antisera to do neutralization studies 
with the isolated virus. It takes three to 
four days to grow a virus, and sometimes 
longer where the material must be reinocu- 
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lated in cases of toxicity. Many of the tis- 
sue cultures, antigens, and antisera may be 
bought commercially, although some may 
be prepared by the laboratory. 


Tissue cultures that are available at this 
time are: (1) Monkey kidney tissue cell— 
The kidneys of monkeys are prepared, and 
placed in tubes with a nutrient material 
which keeps the cells alive. The monkey 
kidney is one of the first, and most fre- 
quently used. (2) The HeLa cell—This is 
a strain of malignant epithelial cells, first 
developed from human cancer cells removed 
from the cervix of a patient who had this 
particular cancer. These are easy to pre- 
pare and easy to propagate for culture. 
(3) The human embryonated fibroplast— 
Embryonic tissue is taken from human 
fetus. This embryonic tissue is used to pre- 
pare cells for certain viruses that will not 
grow in other tissues. (4)Amnion cell— 
The amnion is stripped from the placenta, 
and is prepared in the laboratory. This is 
an inexpensive source of cells for cultures. 
(5) Chick embryo—A very susceptible host 
for mumps and influenza viruses. There are 
commercial sources for fertilized eggs which 
are delivered to the laboratory as often as 
needed. The virus products hemagglutina- 
tion when exposed to chicken red blood 
cells, but by mixing the virus with antisera 
and then exposing them to red cells, no 
agglutmation (HAI) Hemagglutmation In- 
hibition Test occurs. 


There are no specific drugs for viruses. 
However, when a virus is isolated and the 
etiologic diagnosis can be made early in the 
course of the disease, the patient and his 
family have the mental comfort of knowing 
what is wrong, the proper management can 
be made possible, unnecessary antibiotic 
therapy will be avoided, and in cases of a 
contagious disease caused by the virus, pre- 
ventive precautions can be taken early for 
the contacts. Where a preventive vaccine is 
available, large scale immunization pro- 
grams can be instituted as soon as a viral 
disease makes its appearance and the spe- 
cific virus is isolated. 


From the cultural and scientific points of 
view, we as physicians are duty-bound to 
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make an etiologic diagnosis, regardless of 
the curability of the disease. 


Virology is more or less a new diagnostic 
modality. New methods of detection are 
being developed. The fluorescent method 
of detecting antibodies is in the process of 
being perfected and will simplify many 
diagnostic procedures. 


With an established virus laboratory in 
the community all of these new methods of 
testing can be used as soon as they are de- 
veloped. Therefore, the Virus Laboratory 
of Delaware, which is being established in 
Wilmington, will serve a great need of the 
medical profession of Delaware which has 
thus far been greatly handicapped in its in- 
ability to have virus tests done for earlier 
diagnosis. 


SUMMARY 


A virus laboratory makes it possible to 
identify viral infectious processes in the 
community and in the patient. It identi- 
fies and isolates new viruses and establishes 
their relationship to human disease, since 
it is known that some viruses are patho- 
genic while others are not. Viruses from 
healthy persons may be isolated and it can 
be shown whether immunity is produced in 
the so-called “carrier’’. 


By anticipating susceptibility, the virus 
laboratory serves a specific need in the com- 
munity for immunization programs in any 
epidemic and can even determine the opti- 
mum age for immunization. 


Virus diseases which can be recognized 
rapidly are those of the central nervous 
system, the gastrointestinal system, upper 
respiratory and pulmonary systems (e.g. 
viral pneumonitis and influenza), and ery- 
thema—producing viruses. 


Selection of tissue culture for propaga- 
tion depends on susceptibility of various 
cell lines to different viruses, availability of 
the tissue and cell lines, adaptability of 
viruses to the vitro methods, and finally, 
the cytopathogenic effects produced in tis- 
sue culture when inoculated. Cultures us- 
ually employed are monkey cells, HeLa 
cells, human embryonated fibroblasts, am- 
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nion cells derived from human placentae, 
chick embryo, and mice of various ages. 


Other viral tests done in completing a 
diagnosis are hemagglutination inhibition, 
hemagglutination, serum neutralizing titers 
and complement fixation tests. 


Specimens usually collected are spinal 
fluid, throat swabs and washings, nasal 
swabs and washings, urine, rectal swabs or 
stools, pleural fluid and vesicle fluid. 
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In epidemics, specimens should be col- 
lected from six to eight patients who pre- 
sent signs and symptoms characteristic of 
the prevailing malady. The clinician must 
be alert in recognizing new outbreaks of 
disease. 


A virus laboratory in the community is 
essential for the rapid processing of speci- 
mens, and through the laboratory, clini- 
cians become well-informed and interested 
in viral and other new disease entities. 
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MILD ATARACTICS 


USEFULNESS 


POSITIVE CALMING The development of TEN TONE® Methoxypromazine Maleate 

ACTION ADAPTED ~ Lederle does not duplicate primary function of existing tranquilizers. 

FOR LOWER RANGE TENTONE fills the need for a practical, potent agent for extended 

OF EMOTIONAL use in everyday practice (as illustrated above). 

DISORDERS 
Action of TENTONE Methoxypromazine Maleate approaches that 
of the strong phenothiazines without their drawbacks. Calming re- 
sponse is positive and rapidly apparent to both patient and _ physi- 
cian. However, as a basic phenothiazine modification, TEN TONE 
allows full therapeutic application in the mild and moderate range 
of anxiety-tension and somapsychic disorders most usually seen in 


general practice. 


EXCELLENT Incidence of untoward reactions is exceptionally low and approxi- 


TOLERATION — mates the mild ataractic drugs. Reduction in sensitivity reaction, 
MARKED intestinal distress, blood, brain or liver toxicity is striking, particu- 
REDUCTION IN larly in the low dosage range. TEN TONE exhibits greater freedom 
COMPLICATIONS from depression and drug habituation. Physical and psychic orienta- 
tion is usually preserved. Occasional drowsiness may be encountered, 
particularly in higher dosages. In moderate to more severe Cases, this 


sedative effect may be desired. 


TEN TONE has thus been described as one of the easiest tranquilizers 
to handle in office practice. In indicated cases, the physician may be 
relieved of the patient’s unnecessary concern over his own illness. 
In contrast to the previous types of drugs, complaints over induced 
distress or inadequate benefit are rare. 


pees 
Ae 
Bote 
2 
he 
ae 
| 


WHEN MORE THAN 
MILD SEDATIVE 
EFFECT IS DESIRED 


POSSIBLE 
POTENTIATION OF 
ANALGESICS 

AND NARCOTICS 


ADAPTABLE 
LOWER DOSAGE 
RANGES 


Consequently, TEN TONE is more useful than other ataractic drugs 
in two areas: (1) mild to moderate conditions—when more than 
mild sedative effect is sought, (2) middle range of moderate to severe 
cases— when less than psychopathology is involved. 


Indications include ® common anxicty-tension states ® obsessive- 
compulsive behavior ® neurosis ® depression ® situational anxiety 
and hysteria 


And the emotional components of: @ agitation ® restlessness & 
tremors ® insomnia ® alcohol- and drug-withdrawal syndrome & 
hyperkinesis ® prenatal anxiety @® rheumatic disorders ® dermatoses 
® menopausal syndrome ® premenstrual tension ® peptic ulcer, 
other g.i. disorders ® asthma, other allergy ® multiple sclerosis, arter- 


iosclerosis ® malignancy, other progressive diseases 


Since tranquilizing drugs may potentiate the action of pain-relievers, 
sedatives, and barbiturates, they should be used with caution in 
conjunction with them, or to achieve a greater response to these drugs 
in various conditions when desired. They may also be useful in 
reduction of effective dosage to better tolerated, or non-habituating 


levels. 


Dosage must be individualized to severity of condition and response 
desired. 
In mild to moderate cases: varies from 30 to 100 mg. daily. 


In moderate to severe cases: from 75 to 500 mg. daily. 


In psychotic or institutionalized patients, TENTONE may be useful 
as a substitute when toxicity precludes effective dosage of other 
phenothiazines, or as maintenance after hospitalization. Dosage may 
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TREATMENT OF DYSMENORRHEA IN MID-CYCLE 
WITH 
DIMETHYLANE-RESERPINE 


A. Lee LicHTMAN, M.D.* and Georcr J. Botnes, M.D.** 


Definition: 


Dysmenorrhea is defined as a disease of 
theories with multiple manifestations and 
explanations of the causative mechanism.''’ 
Another authority'’’ suggests that dysme- 
norrhea is not a disease, but a syndrome 
in which lower abdominal pain is the most 
pronounced symptom. 

Etiology: 


Dysmenorrhea is of obscure etiology. 
Many explanations have been advanced but 
no one has yet given an explanation to 
merit total acceptance. It might be perti- 
nent to review some of the factors fre- 
quently described. 


Hofiman ‘*) states that to suppose that 
any condition which produces uterine ische- 
mia, either by increasing the intensity of 
the myometrial contractions, or by reducing 
the blood flow through the uterine blood 
vessels, is a potential cause of dysmenor- 
rhea. In some cases excessive contractions, 
in others, some vascular condition which 
reduces the blood flow may be chiefly at 
fault. At times, both factors may con- 
tribute. 


Primary dysmenorrhea, according to Wil- 
liams,'*! may be considered the result of 
the effect of toxin upon excessively sensi- 
tive myometrium and pelvic arteries; the 
relief from the induction of anovulatory 
flow may be attributed to a decrease in the 
formation and hence absorption of toxin. 


It has been suggested by Greenblatt‘*’ 
that dysmenorrhea is the result of an im- 


*Polyclinic Hospital, New York, N. Y. 


**Director Department of Medicine, St. Francis Hospital, 
Wilmington, Del. 


balance which occurs between estrogen and 
progesterone. However, this has not been 
fully established as a clinical fact. He also 
states that since many dysmenorrhea pa- 
tients have a basic psychosomatic insuff- 
ciency, therapeutic responses in this group 
may be due to the psychotherapeutic ef- 
fect of treatment. 


In the opinion of Bickers,'*’ there is no 
scientific evidence to show that primary 
dysmenorrhea is the result of any hormonal 
deficiency. 


The psychosomatic aspects of dysmenor- 
rhea have received support trom many 
sources. Hamblen,‘® for example stated 
that dysmenorrhea not infrequently repre- 
sents a release mechanism from a psychoso- 
matic rebellion against environmental, so- 
cial, domestic or connubial crisis. Func- 
tional dysmenorrhea, according to Wilson 
and Kurzrok,'’) appears to be a_psycho- 
genic disorder in which a reduced pain 
threshold or a disturbed pelvic autonomic 
nervous system permits uterine contractions 
during the phase of maximum amplitude 
to reach consciousness. 


Parsons''’ believes dysmenorrhea is a 
problem occurring as a result of the high 
pressure age in which we live. He states 
that it is true that the tension of modern 
life, if it does not actually contribute to 
the increased incidence of dysmenorrhea, it 
does nothing to alleviate it. 


We suggest that in addition to the ten- 
sions and pressures, the physiological phe- 
nomenon of menstruation is a contributing 
factor to the reactions producing dysmenor- 
rhea. The unnecessary restrictions placed 
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on the activities of a woman during her 
menstrual period may convey the conclu- 
sion that menstruation is a disease rather 
than a normal physiologic process. The 
repeated psychic trauma produced by the 
regularly occurring period eventually re- 
sults in an anxiety neurosis in many in- 
stances. Thus, the emotional concomitants 
of menstruation can be of major importance 
and may constitute the “evils of dysmenor- 
rhea.” 


It is probable that the phenomena that 
cause the pain of dysmenorrhea occur dur- 
ing the mid-cycle. The prolonged contrac- 
tion of the arterioles during the middle of 
the menstrual cycle produces ‘the dilata- 
tion of exhaustions” that cause the pain. 
This can occur before or during the men- 
strual period. If such is the case, the time 
to treat dysmenorrhea is in the mid-cycle. 
The emotional tensions that contribute to 
the discomfort also are at the height at 
mid-cycle. It is the sudden release from 
such tensions that produces the pain; a de- 


layed reaction so to speak, much as in 
migraine. 


Symptomatology: 

The symptoms of dysmenorrhea vary 
from patient to patient. In a typical case, 
according to Curtis,‘*) the spasmodic 
cramps resemble, in miniature, the pains 
of labor. The symptoms may range from a 
mild mental and pnysical discomfort to 
severe attacks of pain involving the pa- 
tient’s back, legs and lower abdomen, which 
invariably leave her in a state of great fa- 
tigue during the early part of the intermen- 
strual period. Headache, nausea and vomit- 
ing are frequent complications and should 
be attended to with diligence. 


Menstrual pain usually begins 12 to 24 
hours before the period; however, in some 
patients the symptoms may arise several 
days before, and in others not until the 
flow has actually started. Initially, the flow 
tends to be very scanty in a majority of 
the patients. 


Treatment: 
There are almost as many forms of treat- 
ment as there are theories advanced as to 
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the cause of dysmenorrhea. Since no defi- 
nite etiologic factor has been identified, 
treatment obviously has to be based on 
empiricism. 


The role of anxiety and tension states 
associated with the menstrual period is of 
paramount importance. Also, the role of 
the capillary system in the physiologic 
economy of the organism warrants much 
more attention than it has received. 


‘the use of 2,2 diisopropyl-4-hydroxy- 
methyl-1,3-dioxolane (Dimethylane) in the 
treatment oi anxiety tension states asso- 
ciated with primary dysmenorrhea was re- 
ported by Boines and Horoschak'‘’’ and 
Vivino and Ritter’'’’. In the Boines and 
Horoschak study the treatment with Di- 
methylane was started at least 24 hours 
before anticipated onset of pains and con- 
tinued through the period. In the Vivino 
and Ritter study treatment with Dimethy- 
lane was started three days prior to onset 
of menstruation and continued throughout 
menstruation. 


The first investigation of Reserpine in 
gynecologic conditions was described by 
Greenblatt"''’. He found that the drug had 
a quieting and mildly sedative effect in 
most instances of premenstrual tension in 
which it had been tried, and in eleven wom- 
en who had severe menstrual pain, the drug 
apparently diminshed it in four. 


It was potstulated that a combination of 
Dimethylane and Reserpine might have a 
more profound therapeutic effect than that 
reported for either one alone. 


The basic function of the circulatory sys- 
tem, the establishment of tissue homeo- 
stasis, resides primarily in processes unique 
to the capillary bed proper.’'?) It was 
stated by Martin‘'*) that there is no dis- 
eased state in which the capillaries are not 
detrimentally modified and conversely that 
there are no diseased states which will not 
benefit by assuring proper capillary strength 
and integrity. 


Substantial clinical evidence exists in 
medical literature to support the conclu- 


*Hesper-C—The National Drug Co., Philadelphia, Pa. 
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sion that a combination of hesperidin—a 
flavonone glycoside—and ascorbic acid in 
capsule form* has the unique property of 
correcting capillary defects and maintain- 
ing normal capillary integrity." 


Since the integrity of the capillary sys- 
tem is compromised in dysmenorrhea, it 
was decided to incorporate the combination 
of hesperidin—ascorbic acid into our treat- 
ment of this condition. 


Materials and Procedure: 


A study was designed to evaluate the 
effect of hesperidin-ascorbic acid and di- 
methylane-reserpin in 120 patients with 
primary dysmenorrhea. The patients 
selected for study were student nurses, 
graduate nurses, office personnel, and col- 
lege students. A majority of the patients 
were student nurses and graduate nurses. 
Ages ranged from 17-26 years. 


A complete history, including dietary 
and psychic, complete physical examina- 
tion, including a thorough pelvic explora- 
tion, was made and necessary laboratory 
studies were performed. 


Easy bruisability, which was more pro- 
nounced at the onset of the menstrual flow, 
was observed in 22 of the patients. 


A review of the histories revealed that 
twenty percent of the patients had to re- 
sort to codeine or a narcotic derivative to 
obtain satisfactory relief from pain. Most 
of the patients had to lose one to two days 
of duty, work or study because of the dis- 
comfort during their periods. 


The therapeutic program set up consisted 
of the following: 


1. Activity was encouraged in place of 
bed rest during the period. 


2. Attention to diet and bowel function 
at all times was stressed. 


3. All previous medication was discon- 
tinued. 


4. Hesperidin-ascorbic acid (100 mgs of 
each per capsule)—one capsule three 
times daily was prescribed for as long 
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as necessary to correct capillary de- 
fects and to maintain an intact capil- 
lary system. 


5. Dimethylane (250 mgs)—Reserpine 
(0.25 mg.) per enteric coated capsule* 
—one capsule was given three times 
daily in mid-cycle—if cycle was 28 
days, the patient took the medication 
from the 11th to the 16th day. 


6. In severe cases, the Dimethylane-Re- 
serpine medication was continued up 
to the onset of the menstrual flow. 


7. Most of the patients were treated 
through at least 6 complete cycles. 


Results: 


1. Susceptibility to easy bruisability was 
considerably reduced in 18 of the 22 
patients in whom this phenomenon 
was present. 


. The patients who had found it neces- 
sary to take codeine or some narcotic 
derivative found they could do without 
this “crutch”. 


. Eighty percent, (96) of the patients 
were able to carry on their normal ac- 
tivities throughout their menstrual 
period. 


. A strong psychic overlay was present 
in three patients and they were re- 
ferred to psychiatry. 


. Marriage was recommended for four 
patients; all of them acted on this 
therapeutic suggestion and they were 
benefited. 


. There was improvement in 10 patients 

but not of the degree to permit full 
activity through their period. How- 
ever, their inactive time was reduced 
to at least fifty percent. 


. Seven patients were not satisfied with 
their progress and discontinued our 
program. 


8. There were no complaints of side ef- 
fects from any of the patients during 
the period of our study. 


*Avaclam—The National Drug Co., Philadelphia, Pa. 
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Conclusions: 


Primary dysmenorrhea can be satisfac- 
torally controlled in a majority of patients 
with Dimethylane-Reserpine (Avacalm) if 
treatment is given in the mid-cycle for 5 
days. The Hesperidin-ascorbic acid combi- 
nation (Hesper-C) probably contributes to 
the effectiveness of Dimethylane-Reserpine 
treatment, by maintaining an intact capil- 
lary system. 
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ARGENTAFFIN TUMOR OF THE JEJUNUM 


WITH CASE REPORT 


JOSEPH F. HuGHEs, M. D. 


INCIDENCE 


Argentaffin tumor or carcinoid tumor of 
the jejunum is an uncommon disease. In 
a series of 51 carcinoid tumors reported by 
Diffenbaugh"'’ 74.5 per cent were appendi- 
ceal in location. Carcinoids of the small 
bowel usually occur in the ileum in con- 
trast to carcinomas which are more apt to 
develop in the jejunum. Argentaffinomas 
made up 0.23 per cent of the 6,092 autop- 
sies reported in a series from the files of 
San Francisco Hospital and Franklin Hos- 
pital in San Francisco over a 23 year period 
from 1932 to 1954. During this time, 29 
argentaffin carcinomas were reported. Of 
the 29 cases 17 were treated surgically and 
the other 12 cases were found at autopsy. 
Pearson and Fitzgerald?) reported an inci- 
dence of occurrence at the Boston City 
Hospital of 28 in 47,479 surgical specimens 
and 38 extra-appendiceal carcinoids in 
11,621 autopsies. Ninety-seven per cent of 
the carcinoids occurred in the appendiceal 
area. These tumors may occur at any age. 
The youngest reported case in the literature 
was that of an infant of 10 days with a 
small bowel carcinoid. 


Ariel*) reported 11 cases of small bowel 
argentaffinoma in 1939, five of which were 
malignant. He reviewed 237 cases from the 
literature, 25 per cent of which had metas- 
tasized. He pointed out that the prognosis 
is generally good but that the tumors can 
cause death. Of the extra-appendiceal 
lesions in Grimes and Bell’s‘*) series of gas- 
trointestinal tract carcinoids, 100 per cent 
were malignant; all eight were in the small 
bowel. Foreman‘*’ reported 38 carcinoids, 
14 of which were in the small intestine. 
Four of the 14 were malignant. Grimes and 
Bell’ cite Dockerty’s series of 30 cases 


occurring in the small bowel, 13 of which 
were malignant. In a series reported by 
Eldred‘*’, which includes 15 small bowel 
argentaffin carcinomas, five were malignant. 
Spread to regional nodes is frequent and 
spread to more remote locations occurs 
occasionally (liver, lungs, kidneys, adrenals, 
retroperitoneum, bone, subcutaneous tissue, 
brain and pancreas). The percentage of 
malignancy of small bowel argentaffinomas 
varies considerably, depending on the par- 
ticular report. 


PATHOGENESIS 


Grossly, carcinoid tumors are light yellow 
in color, probably owing to their high lipoid 
content. They are usually located in the 
antimesenteric portion of the bowel and 
submucosal. The typical cell found is a 
small epithelial cell with an oval or round 
nucleus that has a well-defined nuclear 
membrane and a fine strippling of chroma- 
tin. The cytoplasm is palely acidophilic, 
small in amount, vacuolated or granular. 
The cells are in columns, nests, coils or 
masses. 


Willis’’? advocates the term argentaffin 
carcinoma and suggests the name Kults- 
chitzky cell carcinoma, for there is good 
evidence that the tumor arises from the 
specialized granular epithelial cells of the 
crypts of Lieberkuhn, the yellow cells of 
Kultschitzky. Mason‘*) showed that these 
cells have a collective ability to reduce am- 
moniacal silver nitrate, the argentaffin re- 
action. The cut surface of the tumor and 
its metastasis show the characteristic yel- 
low-orange color cells from which they 
arise. Kultschitzky cells are most numerous 
in the duodenum, yet peculiarly enough, 
carcinoid tumors of the duodenum are rare. 
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In the small bowel they occur more fre- 
quently. According to Dockerty and co- 
workers, carcinoid tumors comprise 23 per 
cent of all small bowel tumors. In one-third 
of the small bowel cases they are multiple. 
In one small bowel specimen, as many as 
63 discreet tumors have been reported. 


Ransome’) in 1890 was the first to re- 
port metastasis from a carcinoid, which in 
this case, was of the ileum. Many addi- 
tional reports of metastasis from these tu- 
mors have appeared in the literature. 
Ritchie and Stafford’) in a review of 332 
carcinoid tumors in 1944 found a 37.9 per 
cent incidence of metastasis. Metastasis by 
lymphatic spread is commonest but there 
may be vascular invasion with widespread 
metastases. Portal spread to the liver is 
not uncommon. Metastasis has been re- 
ported as occurring to the regional nodes, 
bones, lungs, liver, spleen, kidney, brain, 
subcutaneous tissue, adrenals and testes. 
There is good evidence that if this type of 
tumor were ever located, it would be malig- 
nant. The incidence of metastasis of these 
tumors in various areas of the gastrointesti- 
nal tract usually parallels the duration in 
time at which the tumor is present. 


In a middle-aged patient, intermittent 
small bowel obstruction or x-ray demon- 
strable filling defect, or kinking of the termi- 
nal ileum, should alert one to diagnose 
argentaffin carcinoma. 


The argentaffin carcinoma syndrome has 
been reported by Thorson and co-work- 
ers'''), This syndrome is sometimes found 
in patients with liver metastasis from car- 
cinoid tumors of the small bowel and con- 
sists of peripheral vasomotor symptoms, 
cyanosis, pulmonic stenosis, and tricuspid 
regurgitation without septal defects. They 
first reported 7 certain, 4 probably and 5 
qualified cases from their own experience 
and from the Continental literature. They 
suggested that the vascular lesions were 
acquired, being secondary to the prolonged 
action of seratonin secreted by the tumor 
tissue. 


That argentaffin carcinoma tumors may 
be functioning neurocrine tumors related 
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to pheochromocytomas has been suggested 
occasionally in the literature. The isola- 
tion of 5-hydroxytryptomine or 5-hydroxy- 
indol-acetic acid from a carcinoid tumor 
by Lembeck lends credence to this pos- 
sibility. 

TREATMENT 


The treatment of argentaffin carcinoma 
is surgical. Even in the presence of dis- 
tant metastasis, radical excisional surgery 
is indicated because of the favorable prog- 
nosis in the disease. When the primary 
growth is removed, frequently the meta- 
static deposits are stabilized. This tumor 
is not sensitive to radiation. 


CasSE REPORT 


A white man, age 53, was admitted to 
the St. Francis Hospital on June 5, 1958. 
His chief complaint was pain in the left 
lower quadrant of the abdomen and across 
both hips. 


He stated that during the past month 
he had had an acute bout of abdominal 
pain in the entire abdomen. The abdomen 
felt sore and he had diarrhea alternating 
with constipation. He had a deep ache 
in the bones of the hips which was treated 
by his physician with antacids. The condi- 
tion improved, the burning sensation sub- 
sided and he was given a diet. At times 
the ache in his leg bones and thighs came 
back and it was not relieved by medication. 
Two weeks prior to admission the patient 
felt tired, his appetite became poor, and he 
felt that he had lost weight. He had been 
constipated and stools were hard and small 
in amount. Pain in the left lower quadrant 
was persistent and he felt a lump in this 
area. 


The patient had been treated for indi- 
gestion many times since early childhood. 
He had pneumonia at the age of four. He 
has been constipated for a long time and 
had an aching across the lower back. 


His father died at the age of 56 of a 
cardio-vascular accident and his mother 
died of tuberculosis. One brother was living 
in fair health. 
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On physical examination the patient ap- 
peared to be chronically ill. His skin was 
pale and he was emaciated. He had re- 
duced turgor of the skin. Remaining teeth 
were in poor condition. Thorax was nega- 
tive. The abdomen was soft and a firm 
mass was felt to the left of the umbilicus 
extending downward into the abdomen. He 
was tender in the left lower quadrant. The 
rest of the examination was essentially neg- 
ative. 


My impression was that he had an ab- 
dominal mass in the region of the left trans- 
verse colon. This mass was hard and im- 
mobile, as thought it were fixed to the 
deep tissues. 


The blood count showed 4,420,000 ery- 
throcytes per cubic millimeter, 7,650 leu- 
kocytes and a hemoglobin of 88 per cent 
or 13.5 grams. The differential count was 
within normal limits. Urinalysis was nega- 
tive. A serum amylase was 39 Somogyi 
units. He had a negative Mazzini. An elec- 
trocardiogram was normal except for occa- 
sional auricular premature beats. 


A barium enema showed no filling de- 
fect of the colon. It was the impression 
of the examiner that the large mass was 
extrinsic to the colon. An I.V. pyelogram 
was negative. Chest x-ray was negative. An 
upper G. I. series was done showing the 
esophagus, stomach and duodenum to be 
within normal limits. Within a short time 
the barium was spread throushout the 
small intestine and the head of the barium 
meal was in the hepatic flexure. No definite 
abnormality in the small bowel pattern was 
noted. 


An exploratory laparotomy was _per- 
formed four days after admission. On 
opening the peritoneal cavity a 10 cm. seg- 
ment of the jejunum was found filled with 
tumor and this was adherent to the mesen- 
tery of the transverse colon. Wide excision 
was made through the jejunum, to include 
the tumor mass, and the mesentery was re- 
sected. However, the tumor mass extended 
down and was attached to the pancreas 
and in order to remove the tumor it was 
necessary to cut through the base of the 
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mesentery. There was too much extension 
to attempt to remove all of the tumor 
tissue. A side to side anastomosis was 
made between the proximal and distal por- 
tions of the jejunum. A temporary gas- 
trostomy was performed and a Levin tube 
was inserted to the site of the anastomosis 
for continual postoperative suction. A Pen- 
rose drain was inserted in the left iliac 
gutter. 


The pathology report is as follows: Gross 
examination reveals an excised segment of 
jejunum measuring a total of approximately 
30 cm. in length. The segment is grossly 
distorted by having an adherent loop and 
within the wall of the bowel is a firm thick- 
white tumor which extends for approxi- 
mately 6 cm. along the bowel and encircles 
it, measuring at its thinnest point some 3 
mm. in diameter, and at its thickest point 
(the mesenteric border) some 1.5 cm. in 
thickness. This tumor tissue actually ex- 
tends into the mesentery, and located ad- 
jacent to it are several whitish nodules 
which appear to be lymph nodes, and which 
in some areas, blend imperceptively with 
the main tumor mass. The appendix, 5 cm. 
long, appears normal. Miscroscopic exami- 
nation reveals the tumor tissue made of 
irregular clump cells having rounded, deep- 
ly stained, nuculae and somewhat indistinct 
cytoplasmic borders. Some of the cells 
show small vacuoles and the clumps of tu- 
mor cells are lying throughout all coats of 
the bowel, in a delicate connective tissue 
stroma. The regional lymph nodes show 
infiltration by a similar type tumor. The 
features are highly suggestive of a malig- 
nant carecinoid. Diagnosis: Malignant car- 
cinoid tumor of jejunum. 


The patient’s convalescence was _ un- 
eventful. After about ten days, postopera- 
tively, the Levin tube was removed and the 
gastrostomy opening started to close spon- 
taneously. He was put on a full diet and 
was discharged in good condition 18 days 
after his admission, or two weeks after 
surgery. At home he did fairly well for 
about six weeks and then started complain- 
ing of more pain in the abdomen, peripheral 
edema and anorexia. 
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He was re-admitted to the Hospital on 
September 6, 1958, about three months 
after the original admission. The blood 
count showed 3,920,000 red cells, 15,850 
white cells with 74 per cent or 11.5 grams 
of hemoglobin. A differential count showed 
84 per cent segmented polymorphonuclears 
and 16 per cent lymphocytes. Urinalysis 
showed a specific gravity of 1.023, acid re- 
action, faint trace of albumin, trace of 
sugar, and a small amount of amorphous 
material. A fasting blood sugar was 80 
mgm. per cent and blood urea nitrogen 
24.5 mgm. per cent. He was confused and 
talkative in a rambling manner. He had 
edema of the face and peripheral edema. A 
urine specimen was examined for 5-hy- 
droxyindol-acetic acid on July 29, 1958 
but this was negative. His condition quick- 
ly deteriorated and on September 9, 1958 
he expired. No autopsy permission was ob- 
tained. 


CONCLUSION 


A review of the recent literature on ar- 
gentaffin carcinoma was presented along 
with a recent case. It is now the general 
impression that argentaffin carcinoma is 


definitely a malignant tumor and the fact 


that metastases are not present does not 
contradict this assertion. If the condition is 


present long enough, it is thought that me- 
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tastases will occur. Therefore, the only 
hope for the proper treatment of this con- 
dition is to get an early diagnosis. The 
presence of large amount of 5-hydroxy- 
indol-acetic acid in the urine should be in- 
vestigated and this, as a rule, is only ele- 
vated when there is widespread metastasis 
to the liver. In this particular case the re- 
port was negative for this seratonin by- 
product. 


X-ray studies of the G.I. tract are not 
always helpful. This state was confirmed 
in this patient. He may have had this tu- 
mor for a long time before being examined 
by a physician. 


This was undoubtedly a hopeless case 
and was apparently a patient in which the 
tumor spread rapidly, and with great rate 
after surgery, even though the immediate 
postoperative course appeared good. This 
review of the problem is presented in order 
to make physicians aware of this malignant 
tumor. Only with early surgery can we 
give the patient prospects of a cure. This 
disease does have a good prognosis if the 
surgery is performed in the early stage. 
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CASE PRESENTED BY DR. ALLEN C. WOODEN 
CLINICOPATHOLOGICAL CONFERENCE 


ST. FRANCIS HOSPITAL 
January 27, 1959 


PHYSICAL EXAMINATION 


A 21-year-old white man was admitted to the hospital on 
September 6, 1957. His history was that he had a severe attack 
of scarlet tever in 1938. His immediate course following this 
illness was apparently satisfactory but several months later he 
developed bloody urine. Soon, tatigue, headache, and inability 
to concentrate ensued. In 1950 he showed a severe degree of 
anemia. He had severe upper respiratory infections. His laboratory 
and x-ray findings at that time were normal; x-rays of the skull 
were taken tor the possibility of a brain tumor. Urinalysis in 
1950 showed from one to four plus albumin and anywhere from 
occasional red cells to gross blood. From 1950 until 1956 his 
blood sedimentation rates averaged from 25 to 55 mm. per hour. 
During the same period his hemoglobin ranged from 9 to 12.5 
gm. and the blood urea nitrogen from 16 mg. to 25 mg. In 
1957 he was six teet two inches tall and weighed 180 pounds. 
He complained of frequent headaches and periods of weakness; 
he had little or no libido and apparently desired to remain by 
himself. Accompaning the severe headaches was nausea and 
protracted vomiting which was relieved only by intravenous 
teedings and Demerol. His physical condition deteriorated and 
he was admitted to the hospital in coma _ following severe 
epileptiform convulsions. His tongue was bitten and his cheeks 
were lacerated; his tongue was so swollen that he could not 
open his mouth. 


Eyes: Pupils were round and equal, but did not react to light 
and accommodation. 


Sclera were normal. 


Fundus occuli: Papilla: Slight bilateral cup. Retina red and 
slightly edematous. No hemorrhagic points seen. Macula normal. 
Vessels constricted. A few large white spots seen. 


E.N.T. Normal 

Mouth: Tongue lacerated and bleeding 

Heart: No murmurs BP 240/140 

Abdomen: Sott, no masses. Extremities: No reflexes. 


X-RAY EXAMINATIONS Skull normal. Heart and lungs 


normal. 


LABORATORY STUDIES (On admission) 
RBC 2,720,000 WBC 18,750, Hgb. 8.5 gm., Differential count: 
segs. 85% Lymps 10%, stabs 4%, Juv. 1%. 
Total Protein 6.7 gm. Albumin 5.1 gm. Globulin 1.6 gm. A/G 
Ratio 3.1:1 B.U.N. 126 mgm. Chlorides 600 Potassium 4.4 mEg. 


Urine Analysis: Sp.Gr. 1.008, albumin 4 plus, sugar—trace, few 
WBC, 10-20 RBC tew epithelial cells, tew casts. 


TREATMENT AND PROGRESS 


9/6 (Admission) Thorazine 50 mg. q. 4 hs. I.M., 5% glucose 
in D/W 1000 c.c. I.V. with vitamins 


9/8 1000 c.c. 5% glucose in D/W with vitamins I.V. 
1000 ¢.c. 5% glucose in N/S 1.V.—Amigen i000 c.c. 


9/9 Progress note: condition the same 
‘BC: RBC 1,840,000, WBC 7,850, Hgb. $.7 gm. Segs. 
81%, lymps 19%, Hematocrit 18% 
Treatment: Fluids as on 9/8 plus Ansolysen 10 mgm. t.i.d. 


9/10 Progress note: Compaining of mild chest pain off and on. 
BP 150/90 


Treatment: 1000 c.c. 5% glucose in N/S with vitamins 
1.V. 1000 c.c. 5% glucose in D/W with 1/m. lactate 40 
c.c added I.V. 


9/11 Progress note: BP 140/70 Patient seems to be improving. 


Treatment: 500 c.c. whole blood, 1000 ¢.c. 1/6 M. lactat 
I.V. 1000 c.c. 5% glucose in D/W with vitamins I.V. 


9/12 Progress note: No complaints—heart and lungs—B.U.N. 
106 mg. 


ae I.V. fluids as on 9/11 plus Ansolysen 15 mgm. 
t.1.d. 


9/13 BP 170/120—Slight improvement | 
1000 ¢.c. 1/6 M. Lactate with 3-3/4 grs. Aminophylline 
I.V. Ansolysen 25 mgm. t.i.d. 

9/14 Thorazine discontinued 


9/16 Treatment: High fat, high CHO, low protein diet, Rau- 
dixin 50 mgm. q.i.d., Phenobarbital 1/4 gr. q.1.d. 
B.U.N. 138 mg. RBC 2,600,000, WBC 5,900, Heb. 8.5 
gm. 


9/18 BP 170/120 L.P. done: CSF clear, pressure 20.0 m.m. 
initially, 13.0 toward end 


9/19 BP 170/110—Patient complains of some chest pain and 
gas. Condition unchanged. 


9/20 B.U.N. 113 mg. 


9/22 Patient complains of severe headache. Lungs clear—BP 
150/100 B.U.N. 128 mg. Creatinine 8 mg. 


9/23 BP 160/100 Condition slightly improved, no complaints— 
Discharged. 


On October 6, 1957, the patient was re-admitted. From the 
time of his discharge until re-admission and on admission, he 
complained of cough, headache, dyspnea, cramps in the calves 
and swelling of the feet. 


PHYSICAL EXAMINATION: 
Skin: Pale. Head: Normal. Eyes: Pupils react to light and 
accommodation. BP 160/108 


Neck: No distention of the veins. Lymph nodes: not enlarged 


Lungs: Clear to percussion and auscultation. Heart: No murmurs, 
heart beat 92/min. Abdomen: Negative. Feet: 2 plus pitting 
edema 

LABORATORY STUDIES: 

CBC: RBC 1,850,000: WBC 8,500, Hgb. 5 gm. RBC show hy- 
pochromatosis Htc. 14% b.U.N. 92 mg. Mazzini: Negative 


Urine Analysis: Sp.Gr. 1,000, albumin 4 plus, negative tor 
sugar, some WBC, many RBC Epithelial cells: 1-3 renal, occas 
ronal squamous. Casts: rare coarsely granular 


TREATMENT AND PROGRESS 

10/10 Appetite poor 

10/12 B.U.N. 125 mg. 

10/14 BP 140/100 General condition improved 


10/16 Total protein $.2 gm. Albumin 3.9 gm—Globulin 1.43 gm. 
G ratio 3.0:1 


10/17 B.U.N. 112 mg. 


10/22 BP 140/70 nausea—Edema of both feet—condition ua- 
changed 


10/24 BP 140/90 Edema ot both teet B.U.N. 65 mg. 

10/28 Bleeding time 4% minutes Lee-WAite 9 minutes 

11/2 B.U.N. 91 neg. 

11/4. BP 140/90 Edema of both fee 

11/5 RBC 1,450,000: WBC $4,850; Hgb. 4.3 gm.; RBC hypo. 
chromic. Urine: 2 pius aibumin, op.Gr. 1.008, rare We, 
many RBC 

11/6 B.U.N. 127 mg. 

11/8 Pulse 100/min. Complains of dissiness 


11/11 6:15 A.M. Had one convulsion, 3 and 3/4 gr. Na Amytal 
given. 8:45 A.M. Patient having convulsions 
Comatose 


11/12 3:45 A.M. Patient expired. 

(During time of last admission, patient was treated with the 
following: I.V. 5% glucose, Demerol, Sodium Amytal, Anso- 
lysen, Raudixin, salt free diet, 1,000 c.c. whole blood, Elixir 
Terpin Hydrate. packed RBC (2 units), Elixir of Donnatol, 
1/6 M. lactate, vitamins, 6a gluconate I.V., Moderil, Citrate of 
Mag., Thorazine, Sygnamycin, Amigen, Penicillin.) 
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DISCUSSION 


Dr. Reinhardt: First of all, I would like 
to just go through the protocol, and make 
some comments, if I may, on various aspects 
that are described here. 


I would like to thank Dr. Wooden for 
adding the history that he did, because it 
certainly makes an entirely different case 
out of this that is described here. A history 
of this sort is practically impossible to ar- 
rive at any sort of a conclusion, and the 
history of scarlet fever with subsequent 
nephritis, I think, certainly tends to give 
us a very strong lead to what the final out- 
come and diagnosis is. 


First of all, in going down this list, I 
make several notations on this description 
of the optic fundus. You certainly have 
hypertensive changes there with the evi- 
dence of constricted vessels, some retinal 
edema, and apparently fairly large exudate 
were noted. There were no hemorrhages. 
This is quite common actually in young 


people. They tend to tolerate a hyperten- 
sion a lot better than those that are past 
thirty. This is more also of the type of 
fundoscopic picture that one sees with a 
chronic nephritis syndrome, rather than an 
acute malignant hypertension. 


The fact that the tongue was lacerted 
and bleeding, I think, certainly bears out 
the fact that he was having grand mal seiz- 
ures, and would certainly go along with a 
more or less terminal stage of uremia. The 
notes made here concerning the examina- 
tion of the heart, seem somewhat inade- 
quate. There is no mention of where this 
blood pressure came from, whether it was 
the right or left arm, or whether the legs 
were checked or not. This of course is im- 
portant from the standpoint of coarctation. 
In people of this age bracket, it is import- 
ant to have it because if they do have a 
coarctation, they may have a marked dif- 
ference between the two arms in blood 
pressure. 


In looking over the x-rays, the only thing 
that is notable here is that the kidneys are 
non-functioning. The other films of the 
chest and skull fail to reveal anything. In- 
terestingly enough, there did not appear to 
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be very much in the way of cardiomegaly 
as one would expect with a hypertension 
that had gone on as we know for at least 
five years and probably nine years. This 
would suggest that possibly between visits 
to the doctor’s office where the blood pres- 
sure was taken, it was quite a bit lower 
than was actually registered when it was 
taken in the doctor’s office. 


It was interesting to note in Doctor 
Wooden’s history, that the B.U.N. actually 
ran at a pretty normal range, 16 mg to 25 
mg. This is not particularly abnormal un- 
less one has a hypoproteinemia which was 
not so here. I don’t understand why the 
boy was anemic. Certainly if the blood 
urea was a little more elevated it would ac- 
count for some sort of toxic suppression of 
the bone marrow on a renal insufficiency 
basis. It may be that this level is enough 
to produce that. Of course, the other factor 
you have to think of when you are dealing 
with anemia and renal disease, is the fact 
that there is a uropoietic factor produced 
by the kidney which has some sort of a 
stimulatory effect on the bone marrow to 
turn out normal red cells. Even in renal 
disease in which there is not nitrogen re- 
tention as evidence by a normal B.U.N., it 
may be that this factor may be destroyed 
early. In looking over the laboratory stud- 
ies on the first admission. I was glad to see 
that the potassium had been done, because 
that is within the normal range. This rules 
out the possibility of primary aldosteron- 
ism. The normal albumen and globulin fac- 
tion in the total protein, I believe, rules 
against the possibility of a disseminated 
lupus erythematosus with primary changes 
produced to cause this picture. 


The urinalysis showed a very low specific 
gravity which would be pretty well expected 
in terminal renal failure picture. One thing 
that was sort of interesting was that he 
had a trace of sugar. Now this can be seen 
in patients with terminal renal disease. It 
also can be seen if they are getting an I.V., 
and it also can be seen if they have hyper- 
tension of the malignant form secondary to 
Cushing’s Disease. There was no descrip- 
tion of the physical habitus of the individ- 
ual in the protocol, although Dr. Wooden 
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was kind enough to furnish us with the 
picture which looks almost like a typical 
picture of Marfan’s syndrome. 


In looking over the notes on treatment, 
I certainly don’t think there could be any 
criticism here. It might be well to ask Dr. 
Nelson to give his opinions on a couple of 
things in relation to the convulsions. What 
about the use of Thorazine when convul- 
sions are present? 


Dr. Nelson: When convulsions are due 
to cerebral edema or there is an underlying 
seizure tendency, the situation is usually 
made worse by the use of tranquilizers or 
antihistaminics. However, we are dealing 
with a different type of case here, and I feel 
that Thorazine was probably indicated. 

Dr. Reinhardt: In going over the proto- 
col further, I don’t think there is too much 
more that can be mentioned. I don’t see a 
report of electrolyte studies. I wonder why 
the patient was given one-molar lactate on 
September 10. The chest pain which is 
mentioned here most likely is due to peri- 
carditis, although certainly, in patients 
with chronic nephritis, especially if they 
have been through a nephrotic phase with 
an elevated blood cholesterol, they are 
prone to develop myocardial infraction too. 
My guess is that in this instance that it 
was due to pericarditis, although no men- 
tion was made of the rub or the electro- 
cardiagraphic changes. 


One other thing that I would like to ask 
now that we have Dr. Nelson here is the 
use of sodium amytal as a treatment for 
convulsive disorders. Is this the drug of 
choice, or would phenobarbital be a more 
specific anti-convulsant agent? 


Dr. Nelson: If this were a cerebral con- 
vulsion, you wouldn’t want to use a drug 
that would cause further depression of the 
brain stem. You might use I.V. Dilatin 
which does not depress the brain stem even 
at high doses. 


Dr. Reinhardt: How much can be used? 


Dr. Nelson: In an I.V., 200 mgs. or if 
the patient can swallow, I would suggest 
14 cc of Paraldehyde. If the patient is 
comatose, one can give 2 or 3 cc. IM. You 
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can use a high dose in an I.V., but it is 
dangerous and can cause a laryngospasm. 


Dr. Anderson: What about using some- 
thing milder, such as magnesium sulfate? 


Dr. Reinhardt: This is certainly a time 
honored antihypertensive and anti-convul- 
sant. Actually, as we are learning more 
about this phase of medicine, we find that 
magnesium is very specific muscular de- 
pressant or neuro-muscular depressant. One 
has to be very careful in a patient with 
impaired renal function not to give high 
doses of an electrolyte which could not be 
easily excreted. 


Dr. Boines: What about transfusions in 
nephritis? 


Dr. Reinhardt: This is sort of a debat- 
able question, I believe. People have a lot 
of different ideas on it. Usually, the pa- 
tient tolerated his anemia very well, in 
chronic nephritis, and very often, unless he 
is in intractable congestive failure, or some- 
thing of that sort, it is probably wiser not 
to give anything along those lines unless 
you are thinking more of the plasma por- 
tion of the blood from the standpoint of 
protein, etc. Certainly it is given. I have 
given it many times and I am sure every- 
body here has. 


Dr. Boines: Would you use packed cells 
instead of whole blood? 


Dr. Reinhardt: Some people feel that 
this is better from the standpoint of not 
overloading the circulation. Personally, I 
feel that if you are going to give anything, 
if the patient can tolerate it from the stand- 
point of his cardiovascular system, you are 
better off giving something with some pro- 
tein in it which, of course, is whole blood. 


As far as the further treatment of the 
case is concerned, I don’t think there is 
much more to be said. The patient was dis- 
charged toward the end of September with 
a BUN of 128 mg which is pretty close to 
what he came in with. There are very few 
patients with a creatinine of this 8 mg 
that ever recover. The prognosis is poor 
and this was the case here. 


The patient now has symptoms of cough, 
headache, dyspnea, cramps in the calves, 
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and swelling of the feet. The dyspena may 
be on the basis of anemia, or possibly on 
the basis of congestive failure. The cramps 
in the calf certainly suggest that he had a 
hyponatremia or low sodium in the blood 
and I think that this is further borne out 
by the fact that his blood pressure was 
160/108 on admission. He was probably 
having some sort of a low sodium syndrome. 
There is no mention made about whether 
he had convulsions on readmission or what 
had hapepned in the interim between dis- 
charge and re-admission. 


He had two plus pitting edema of his 
feet which would make one think of con- 
gestive failure. However, there was no dis- 
tention of the neck veins which pretty well 
rules that out. Perhaps this was on the 
basis of a hypoprotanemia and probably a 
rather marked electrolyte imbalance which 
is quite typical of this type of patient. The 
heart rate was 92 per min. Did the cough 
mean he had an early bronchopneumonia? 
These patients are prone to this and often 
die from infection. 


His blood count was further depressed. 
The hemoglobin was 5 grams. Again the 
urinalysis shows a specific gravity of 1006. 
Albumin is 4 plus. Sugar is now negative. 
There were many red blood cells and not 
many white cells. There were coarsely 
granular casts which were probably indica- 
tive of tubular casts being formed high up 
with red blood cells. The BUN at this time 
was 125 mg. and I think this is probably 
one instance where creatinine would have 
been a little more valuable than a BUN in 
that I suspect this patient’s condition was 
a lot worse at this time than it was a week 
or two before on discharge. My guess is 
that his cratinine probably would have 
been up around 10, 11 or 12. The reason 
I say that is that there had been a drop 
of almost a whole gram in his albumin 
which would change the urea picture. 
Again, later on we see about two weeks 
after admission that his BUN was down 
to 65 mg. percent. At this time we don’t 
know what the proteins were. It would 
have been most interesting to see what the 
creatinine levels were on these occasions. 


The patient was given a salt free diet, 
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and frankly, I think this could be danger- 
ous to give a patient with chronic nephritis 
and renal failure. The patient may develop 
an acute low salt syndrome because of this 
lack of accommodation by the damaged 
kidneys sudden reduction in NaCl in the 
diet. 


I think I would like to run through 
briefly the possibilities that one has to en- 
tertain in a case like this. From the basis 
of the protocol that we had, the patient ob- 
viously had terminal renal failure with hy- 
pertension. It might have been from a 
malignant type hypertension, from a chron- 
ic pyelonephritis, or from a chronic glom- 
erulonephritis. They are the most common 
causes. I think the most pertinent points 
one must remember is that the patient was 
21 years of age. He had a history of scarlet 
fever with nephritis following. He had a 
subacute or chronic nephritis during the 
intervening nine or ten years. There was a 
change, we don’t know what made the 
change, towards the end when he came in 
convulsing and a much higher BUN than 
he had previously. There are certainly a 
great many different possibilities. I think 
essential hypertension is something that 
possibly could be considered in the light 
that the patient’s mother had eclampsia 
which indicates certainly vascular disease, 
although I certainly don’t believe this pa- 
tient had essential hypertension. Pheo- 
chromocytoma or chromaffin tumor must 
be considered in a young man with this 
sort of a picture as more than half the pa- 
tients with pheochromocytoma manifest 
only a markedly elevated blood pressure. I 
think usually these patients do not die of 
renal failure, but more likely as cerebral 
vascular accidents. 


Cushing’s Disease is one that one must 
think of, but I think Dr. Wooden ruled that 
out pretty well by his description of the 
physical habits of the individual. Periar- 
teritis is a possibility, although I would 
think it unlikely from the standpoint of the 
symptoms of the patient that he had before 
he came in. Lupus erythematosis is possi- 
ble because of the description of the rash. 
I doubt that he had it. Granulomatosis is 
another possibility. This is a combination 
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of chronic pulmonary disease and renal 
failure. Some people think it some sort of 
a varient of periarteritis nodosa. Sclero- 
derma is unlikely. Carcinoma is possible, 
but unlikely. Tuberculosis, hydronephrosis, 
congenital polycystic kidney disease, bilat- 
eral constriction of the renal arteries on a 
congenital basis, renal dwarfism, or hypo- 
plastic kidney, all sorts of congenital ano- 
malies are possible but very unlikely Renal 
hematoma or renal artery thrombosis are 
unlikely. Pyelonephritis is not suggested 
from the history or laboratory findings. The 
most likely possibility is chronic glomeru- 
larnephritis in the terminal phase. 


Dr. Boines: Were there any indications 
for decapsulation of the kidneys? 


Dr. Reinhardt: I don’t believe so. 
Dr. Cannon: I don’t think it is of value. 


Dr. Serino: Were steroids used early in 
the case? 


Dr. Reinhardt: When you say early, do 
you mean at the time of the acute nephri- 
tis, nine or ten years before? I think that 
steroids were used, weren’t they Dr. Wood- 
en? 


Dr. Wooden: Yes they were. 


Dr. Serino: Would you use sterioids in 
lupus? 


Dr. Wooden: I certainly would. 


Dr. Serino: How much irritation does 
the kidneys get trom Dilatin? 


Dr. Nelson: There is a good bit, but it 
is tolerated well and you don’t have to 
worry. 200 to 300 mg. won’t give too much 
trouble. 


Dr. Serino: In cirrhosis would you use 
Dilatin? Say in the first ten days with 
jaundice with or without convulsions. 


Dr. Nelson: Some of it would be thrown 
off, but I would use paraldehyde. 


Dr. Wooden: This did not impress me 
as a grand mal. He could remember some 
things that occurred. 


Dr. Nelson: He could have had some of 
both. 
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Dr. Serino: Did you see this butterfly 
appearance was in the first acute stage or 
after it was established? 


Dr. Wooden: It started on his nose and 
progressed to his cheeks. I thought at first 
it was lupus and it did subside under corti- 
sone. 


Dr. Reinhardt: I think in somebody like 
this who is having progressive renal failure, 
I think I would be tempted to leave well 
enough alone. I don’t think there is any 
point in preserving a life just to make that 
life hideous for a short time, and that is all 
you do by dializing them, and the proced- 
ure itself is not simple. I have seen a 
couple of them done, and they are pretty 
rough things for the patient to go through 
in addition to being dangerous. The maxi- 
mum benefits that you can get would be 
about two weeks, I would say. 

Dr. J. W. Abbiss gave this autopsy report: 


INTERNAL EXAMINATION 
Scalp and Skull: Normal. 


Brain: The brain weighs 1,500 grams and 
shows edema with flattening of the convolu- 
tions but is normal otherwise. 


Thyroil Gland: Normal. 
Larynx: Normal. 
Treachea: Normal. 


Pleural Cavities: These contain approxi- 
mately 1,000 cc. each of a clear straw col- 
ored fluid. 


Lungs: Left lung, weight 800 grams; 
right lung 900 grams. Both lungs show 
marked congestion and edema, the bronchi 
containing a frothy pinkly staining fluid. 


Pericardium: The pericardium contains 
approximately 250 cc. of a clear straw col- 
ored fluid. 


Heart: Weight 475 grams. The heart is 
enlarged, the enlargement being due to 
thickening of the muscle of the left ven- 
tricle. The cardiac valves appear normal. 
The coronary arteries are normal. 


Aorta: The aorta shows some early ath- 
eromatous changes in its abdominal por- 
tion. 
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Peritoneum: The peritoneal cavity con- 
tains approximately 3,000 cc. of a clear 
straw colored fluid. 


GI Tract: The esophagus, stomach and 
small intestine contain blackish colored cof- 
fee ground material within the esophagus 
and stomach, flecks of normal appearing 
blood clots being present. This bleeding is 
due to numerous small erosions present in 
the stomach and small bowel. 


Liver: Weight 2,500 grams. The liver is 
congested but appears normal, otherwise. 


Gall Bladder: Normal. 
Pancreas: Normal. 
Adrenal Glands: Normal. 


Kidneys: The kidneys weigh 85 grams 
each and are markedly reduced in size. The 
capsules of both kidneys strip with great 
difficulty leaving a finely granular surface. 
On cut section, the kidneys appear pale, 
the cortices being markedly reduced in 
amount. The vessels of the kidneys stand 
out in a marked fashion. The gross appear- 
ances are those of a chronic glomerulo- 
nephritis. 


Urerters: Normal. 

Urinary Bladder: Normal. 

Prostate Gland: Normal. 

External Genitalia: Normal adult male. 


Liver: The liver shows chronic venous 
congestion. 


Lungs: Chronic venous congestion with 
edema. 


Spleen: Congested. 


Kidneys: The kidneys show marked 
fibrosis of the interstitial tissues with re- 
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placement fibrosis of many of the glomeruli. 
The surviving glomeruli show all stages of 
transition from early proliferative changes 
through gradual sclerosis to complete ob- 
literation. In some areas, epithelial cres- 
cents are present confirming the impression 
of a glomerulonephritis. There is consid- 
erable infiltration of the interstitial tissues 
by small round cells and many tubules are 
dilated and contain pink staining albumin- 
ous material. The arterioles of the kidneys 
show marked intimal and medial thicken- 
ing. The features are those of chronic 
glomerulonephritis. 

Brain: Sections taken from various areas 
of the brain show edema but are normal 
otherwise. 


CLINICAL SUMMARY 


This case is that of a patient suffering 
from: 


1. Chronic glomerular nephritis, which 
caused a long standing severe hyper- 
tension. 


2. Uremia, due to chronic glomerulo- 
nephritis was the cause of death. Con- 
vulsions were present and were evi- 
dently due to uremia. 


The history of nephritis goes back to the 
patient’s childhood. In 1938 he had scarlet 
fever with a renal complication. Later al- 
bumin urea was constantly present and 
anemia was noticed. The kidneys remaind 
compensated until admission to the hospital 
in 1957. Then the blood urea nitrogen was 
125 mg. per 100 cc. of blood. As late as 
1951, the blood urea was as low as 16 mg. 
to 25 mg. per 100 cc. of blood. 


The differential diagnosis was outlined in 
the discussion. 
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PRESIDENT’S PAGE 


Since January Ist your Council has had 
two meetings in Wilmington and a third 
meeting is now scheduled for Dover on 
June 25th. There has been a great deal of 
importance to each member of the Society 
taken up at these meetings, some of which 
will be discussed in this letter. 


The A. M. A. has been desirous of the 
Society again giving its opinion on Social 
Security for physicians. In the April issue 
of the Journal there were two articles on 
this subject. I hope that each member of 
the Society carefully read these articles be- 
fore formulating his opinion for the poll 
which has now been taken. The results of 
this poll will be reported by our delegate, 
Dr. H. Thomas McGuire, to the A. M. A. 
at the Atlantic City meeting in June, along 
with information from similar polls of the 
other state societies. 


On March 25th your President attended 
the first teaching seminar of 1959, arranged 
by our Education Committee. It was on the 
“Complications of Pregnancy,” held at the 
Milford Memorial Hospital. It was well 
planned, a good meeting, and attended by 
twenty-eight physicians, most of whom 
were from Sussex County. The extension 
service of the Pennsylvania Hospital in 
Philadelphia, through its Department of 
Professional Affairs, was responsible for the 
program. I was much impressed with what 
Dr. F. MacD. Richardson, the Coordinator 
of the Department of Professional Affairs, 
said concerning this activity of his hospital. 
What the Pennsylvania Hospital is trying 
to do in its teaching seminars is to give 
to the small community hospitals and to the 
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County Medical Societies in and around 
Philadelphia the latest information on sig- 
nificant problems in the practice of medi- 
cine. The speakers are recruited from the 
hospital staff as far as possible; most of 
them hold faculty positions in the Philadel- 
phia medical schools. The idea is sound and 
the Pennsylvania Hospital is to be congrat- 
ulated and sincerely thanked for rendering 
this service to the doctors of Delaware and 
our area. 


The speakers at the seminar were: Dr. 
J. T. Garnett, who spoke on the ““Toxemias 
of Pregnancy,” Dr. E. H. Bishop on the 
“Management of Bleeding of Pregnancy,” 
Dr. Richards on the ““Management of In- 
fections in Pregnancy,” and Dr. T. R. 
Boggs, Jr. on “Perinatal Mortality.”’ Mime- 
ographed outlines of each speaker’s talk 
had been prepared by Dr. Richardson for 
distribution. If those who attended did not 
receive the information they came for and 
the answers to their questions, it was cer- 
tainly not the fault of the speakers. Teach- 
ing seminars of this type can do more than 
anything I know of to keep us abreast with 
the advances in modern medicine. As many 
seminars can be arranged for as our mem- 
bers wish. If you have ideas on the subject, 
please drop your President or Executive 
Secretary a line. 


Since the April letter was prepared, there 
has been a meeting of the Committee on 
Medical Sciences and Public Relations. Re- 
ferred to this committee at its meeting on 
March 24th in Dover was the following 
question, proposed to each State Society 
by the A. M. A.: “Acknowledging the im- 
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portance of free choice of physician, is this 
concept to be considered a fundamental 
principle, incontrovertible, unalterable, and 
essential to good medical care without 
qualification?” Based on the 1958 study of 
the A. M. A.’s Commission on Medical 
Care Plans, the committee felt very defi- 
nitely that the answer to this question must 
be in the negative. In giving this answer 
the committee wished to point out that it 
is not commenting on the desirability of 
free choice of physician, nor is it endors- 
ing any particular plan or type of plan as 
a result of this study. It felt that good 
medical care-can be given without free 
choice of physician. The committee has 
made two recommendations as _ follows: 
1) the Society consider what types of 
health plans not now existing in Delaware 
are likely to be established and through 
what agencies, and 2) the Society offer its 
constructive advice to any such project in 
order to assist in the development of good 
patient care and good professional relations. 
These are certainly wise and sound sug- 
gestions. Your President hopes that if you 
have ideas on this subject you will com- 
municate with the Chairman of this com- 
mittee, Dr. Allston J. Morris, who, with 
other of his committee members, has given 
a great deal of thought to the subject. 


The first meeting of the Committee on 
the Aged was held under the Chairmanship 
of Dr. C. J. Prickett, at the Welfare Home, 
in Smyrna, on April 8th. Dr. Prickett re- 
ported that a bill has been introduced in 
the legislature to establish within the frame- 
work of the organization of the Welfare 
Home a Citizens Council for the Aging. 


May, 1959 


The Council is to be composed of represen- 
tatives of the many organizations, agencies, 
and groups concerned with problems of the 
aged and sub-committees of the same type 
to the number of approximately twenty- 
five will be established in every community 
in the state. The function of the State So- 
ciety’s Committee on the Aged will prob- 
ably be to act in an advisory capacity to 
this Citizens Council, if established. As 
Dr. Prickett is the Chairman of our com- 
mittee, and also will be responsible for the 
carrying out of the provisions of the legis- 
lative act, if passed. This whole program 
should have good solid medical leadership. 

At the Annual Meeting on October 15th, 
it has now been decided to have a “Seminar 
on the Aged”; this should give considerable 
impetus to the thinking of our membership 
concerning what the physician of Delaware 
can and must do. Invitations to speak at 
this seminar have been sent to five out- 
standing national authorities; two accep- 
tances have been received to date. With 
only a single day’s meeting to attend and 
the new Academy Building to visit, your 
President thinks that the attendance at 
the 1959 meeting, with its ““Seminar on the 
Aged,” should be the largest we have had 
for some time. I trust I am right. 


Your President hopes that every member 
of the State Society is planning to attend 
one or more sessions of the A. M. A. in 
Atlantic City, June 8th to the 12th. Let’s 
make the attendance of Delaware physi- 
cians at this 1959 A. M. A. meeting the 
best we have ever had. 


A. R. SHANDs, JR., M. D. 
President 
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DELAWARE DIABETES ASSOCIATION 


Congratulations to the youngest of our 
family of charitable health organizations 
for a grand job done in a short time! 


Chartered in February, 1958, the Dela- 
ware Diabetes Association (D.D.A.) lost no 
time getting to the crux of the problem in 
Delaware and organized a diabetes detec- 
tion program which was carried out in one 
week during the fall of the same year. Dur- 
ing this first campaign, in which valuable 
assistance was received from the Delaware 
Pharmaceutical Association, the State and 
City Boards of Health, the press and the 
radio, 3,890 screening tests were performed. 


Fifty-one positive tests were obtained for 
an average of 1.3 percent. This would sug- 
gest that there is one diabetic for every 
hundred persons in the state. 


The importance of this testing program 
cannot be over-emphasized. We all know 
the value of an early diagnosis in the treat- 
ment of this disease. It is hoped that this 
program will increase in scope every year 
and that in the near future, all persons in 
Delaware will be covered by its protection. 


The association office is located at the 
Academy of Medicine; telephone OLympia 
2-2413. 


LETTER TO THE EDITOR 


Dear Sir: 


You are probably aware that Dr. E. 
Hughes Nutter died on February 24, 1959. 


I am interested in renting his office fa- 
cilities furnished and equipped with every- 
thing necessary for a young doctor starting 
in practice, or unfurnished for a doctor with 
his own furniture and equipment who may 
desire to relocate. 


The waiting room will accommodate 
twenty people. There is a secretary’s office, 
consulting room, two treatment rooms and 
lavatory. The equipment includes: Profex- 
ray Mobile X-Ray Unit, Hand Fluoroscope, 


Electrocardiograph, Diathermy, Metabolor, 
Hyfrecator and Miscellaneous accessories. 

There are three entrances to insure pri- 
vacy and convenience. The office is com- 
pletely air-conditioned. 


Would you be able to assist me by using 
your facilities for publicity to bring this 
subject matter to the attention of interns 
planning to go into practice this year or a 
practicing physician considering relocation. 


Any consideration you may extend to me 
will be greatly appreciated. 


Sincerely, 
Mrs. E. H. Nutter 
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JAMES GUIE SPACKMAN, M.D. 


1889 - 1959 
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When Doctor Spackman died on April 9th, Wilmington lost the 
man who had done more than any other individual to bring surgery 
to its place of high standing in this area. It was a rare privilege to 
practice in the same community with this man. 


Born in Philadelphia in 1889, Doctor Spackman graduated in 
1912 from Hahnemann Medical College where he interned and was 
surgical resident. He later moved to Wilmington where he joined 
the staff of the Homeopathic Hospital (later the Memorial Hos- 
pital) of which he was Director of the Department of Surgery 
for 31 years. After serving in France in World War I, his years of 
devotion to the practice of surgery were uninterrupted until his 
retirement from active practice. 


A man is known by the company he keeps. Doctor Spackman 
was the respected friend and colleague of many of the greatest 
men in American surgery. 


Our loss has been tempered by the living contributions to surg- 
ery he has left us. 
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DR. JAMES G. SPACKMAN 


The following appeared as an editorial in the Wilmington Journal-Every Evening on April 10, 1959: 


If gratitude for suffering eased and lives saved can keep memo- 
ries green, and we believe it does, the memory of Dr. James G. 
Spackman, who died yesterday, will be green for many years to 
come. 


Dr. Spackman, who headed the surgical department of The Me- 
morial Hospital for the 31 years between 1919 and 1950, was one 
of the most skillful surgeons of his time. It was Wilmington’s great 
good fortune that he was content to spend his life here, for his 
reputation was nation-wide. 

Over the course of a busy career as a surgeon he performed 
nearly 12,500 major operations. But statistics can tell little of a 
sense of dedication which led him, on occasion, to carry an almost 
superhuman load. At one time it led him to undertake emergency 
operations for hours on end with a back so stiff and painful that 
he could not bend it or stand erect again without help. 


Hundreds of patients whose lives he saved will recall his shy and 
gentle charm, his quiet smile, the conversations beside a convales- 
cent bedside at the end of a surgeon’s busy day. Younger sur- 
geons will remember him for his advice and counsel. And the hos- 
pital he served so long will remember him, we feel sure, for all the 
contributions he made to its progress as a medical center over the 


years. 


DR. JOHN W. HOOKER 


Dr. John W. Hooker, a former member of the Medical Society 
of Delaware, died suddenly and unexpectedly on April 2, 1959. 


A native of Wisconsin, Dr. Hooker graduated in medicine from 
Northwestern University. His pathological training was obtained 
at the Presbyterian Hospital in Philadelphia where he worked 
until he came to Wilmington in 1946 to become pathologist to the 
Memorial Hospital. While in Wilmington, he made many friends 
and was liked and respected by all who knew him. In 1950 he 
moved to Danville, Virginia where he was pathologist to the Me- 
morial Hospital and was on the teaching staff of Bowman-Gray 
School of Medicine in nearby Winston-Salem. It was here that 
he died while lecturing at 44 years of age. 
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Underweight Children Gain and Retain Weight 
with Nilevar’” 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. ' 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown,S.5S.; Libo, H.W., and Nussbaum, A.H.: Norethandrolone 
in the Successful Management of Anorexia and ‘‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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- diagnosis: hypertension, moderate to severe 


prescribed: Rau prote 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


| 
ng of -blodd firessure is imperative 


if. 


iwolfia tina's gradual tranquilizing and pro- 
ngéd hypotensive effect combines with faster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
and without deranging those mechanisms which control 
blood distribution and which normally prevent postural 
hypotension. 
Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 
of side effects. 


in bottles of 100 and 1000 tablets, each containing 50 mg. Rauwolfia 
Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


(aud) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 
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NONSTOP 


When you preserve mediation in convenient REPETAB 
form) one taken just before his jet flight 
leaves New Airport will give your 
Patient tie benenta oF the first full dose almost as 
Swittly as fie plane soars up and out over the Atlantic. 
Well enjoy Single sustained high therapeutic level 


for up to 12 hours as his rn plane carries him 


later.... That 12-hour flight to Stanbul is just over the 


horizon, Modern, dependable REPETABS are here now! 


REPETABS,® 
SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


tol of the one-dose Wenience you want for your patient 
at Action Tablets. 


You can prescribe 

these Schering products 

in REPETAB form 
CHLOR-TRIMETON® REPETABS, 
8 and 12 mg. 

Chlorprophenpyridamine Maleate 
TRILAFON ® REPETABS, 8 mg. 


perphenazine 


POLARAMINE* REPETABS, 6 mg. 


dextro-chlorpheniramine maleate 


PRANTAL® REPETABS, 100 mg. 


diphemanil methylsulfate 
GY NETONE® REPETABS, 
.02 and .04 mg. 


combined estrogen-androgen 


DEMAZIN® REPETABS, 4 mg. 


Chlor-Trimeton plus phenylephrine 
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HIGHLIGHTS FROM THE A.M.A. COUNCIL ON DRUGS 


REPORT ON TRIAMCINOLONE 


J.A.M.A. 169:257 (January 17) 1959. 


“It [triamcinolone] has an anti-inflammatory potency greater than an equal 
amount of prednisolone: i.e., comparable suppressive effects may usually 


be achieved with lower doses of triamcinolone than with prednisolone.” 


“Triamcinolone lacks the sodium-retaining and edema-producing effects of 
most other glucocorticoids. During the first several days of administra- 
tion, it may cause a loss of sodium from the body: an initial mild diuretic 
action is frequently observed, whether the patient is frankly edermatous or 
not. This is in contrast to the definite sodium-retaining and fluid-retaining 
properties of cortisone and hydrocortisone and to amuch lesserextent with 


prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no con- 
sistent effect on potassium excretion. Hence, neither sodium restriction 
nor potassium supplementation is ordinarily required during therapy with 


this agent.” 


“As with other glucocorticoids, the long-term administration of triamcino- 
lone results in definite catabolic effects, as indicated by impairment of 
carbohydrate utilization and negative protein and calcium balance. This 
catabolic effect, coupled with a lack of appetite stimulation which is appar- 
ently peculiar to triamcinolone, may produce weight loss that might be 


undesirable in some patients treated for long periods of time.” 


“...the voracious appetite, with weight gain and euphoria, characteristic 


of other steroids, is not seen with administration of triamcinolone.” 


“Triamcinolone has been used for the management of a wide variety of 
clinical conditions usually considered amenable tosystemic steroid therapy. 
These have included rheumatoid arthritis and other collagen diseases, 
allergic and dermatological disorders, certain leukemias and malignant 
lymphomas, the nephrotic syndrome, pulmonary emphysema and fibrosis, 
acute bursitis, rheumatic fever, and certain blood dyscrasias. Although 
clinical experience with the drug in some of the foregoing conditions is 
not extensive, the many similarities in action between triamcinolone and 


other potent glucocorticoids would indicate a usefulness for triamcinolone 


akin to that of other agents of this class.”’ 
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“There is some evidence that triamcinolone is more effective at a smaller 


dosage than are other steroids in controlling both the skin and joint lesions 
in psoriasis, whether or not complicated by arthropathy.” 


“Triamcinolone appears to compare favorably with other steroids for use in 
those situations in which edema and sodium retention have been compli- 
cating problems.”’ 


“It [triamcinolone!| may also be the steroid of choice for patients in whom 
psychic stimulation, euphoria, voracious appetite, and weight gain should 


be avoided.” 


..the drug [triamcinolone] does produce the other side effects and un- 
toward reactions common tothe glucocorticoids. At therapeutically equiv- 
alent doses, the frequency and severity of clinical manifestations of hyper- 
adrenalism — rounding of the face, fat deposition, and hirsutism — are 
essentially the same. Likewise, there is little indication that the relative 
incidence of osteoporosis is materially decreased after the long-term use 
of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen 
with other steroids, and the occurrence of mental depressions is uncom- 
mon.” 


“Current evidence suggests that the drug [triamcinolone] may not produce 


as high an incidence of peptic ulcer as do other steroids.” aa 
“Cutaneous erythema seems to be a side effect peculiar to triamcinolone.” 
“The usual contraindications and precautions of glucocorticoid therapy 


should be followed in the use of triamcinolone, keeping in mind that pro- 
longed therapy with this drug will suppress the function of the patient’s 


own adrenals by interfering with the pituitary-adrenal axis.” 


Triamcinolone LE DERLE 


Supplied: 1 mg. scored tablets (yellow) 3 
scored tablets (pink) 
4 mg. scored tablets (white) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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the pattern of 


GLUCOSAMINE 
POTENTIATED 
TETRACYCLINE 


capsules 

125 mg., 250 mg. 

oral suspension 

orange flavored, 2 oz. bottle, 125 

per teaspoonful (5 cc.) 

pediatric drops 

orange flavored, 10 ec. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Science for the world’s well-being 


PFIZER LABORATORIES 
: Rapid and high initial antibiotic blood levels are n important ince Division, Chas. Pfizer & Co., Inc. 
‘uneventful recoveries. Glucosamine ~~ tentiation p&@vides the fastes Brooklyn 6, N. Y. 
© 


tetracycline levels ng Bib jography Trademark for glucosamine-potentiated 
information booklet availa tetra cycline 
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Dilcoron 


for ANGINA PECTORIS 


ORAL (tablet swallowed whole) — 
for dependable prophylaxis . 


SUBLINGUAL-ORAL 


for immediate and sustained relief 


Nitroglycerin 
—0.4 mg. (1/150 grain)—acts quickly es 
Citrus “flavor-timer” 
— signals patient when to swallow 


Pentaerythritol tetranitrate 
—15 mg. (1/4 grain)—prolongs action 


For continuing prophylaxis patient 
swallows the entire Dilcoron tablet 
on an empty stomach. 

Bottles of 100. 


Average prophylactic dose: 
1 tablet four times daily 
(44 hour before meals and at bedtime). 
Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


LABORATORIES 
NEW YORK 18. N ¥ 
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CHRONIC 


Of 


INFECTIOUS 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDAS 


STREPTOKINASE -STREPTODORWASE LEDER 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River. New York 


CKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 
Fairfax 3002 Concord Pike 
Manor Park DuPont Highway 
Merchandise Mart Gov. Printz Blvd. 


about 


46 CALORIES 


per 18 gram slice 


INGREDIENTS 
WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicage 
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RAUDIX 
Squibb Standardized 
Whole Root Rauwolfia Serpentina 


FLUMETHIAZIDE 


RAUTRA 


POTASSIUM CHLORIDE 


A LOGICAL COMBINATION RAUDIXIN ENHANCED 
BY AN ENTIRELY NEW DIURETIC — FLUMETHIAZIDE 


4 


THUS SQUIBB OFFERS YOU GREATER LATITUDE IN SOLVING THE PROBLEM OF 


HYPERTENSION 


WITHOUT FEAR OF SIGNIFICANT POTASSIUM DEPLETION? 


Rautrax combines Raudixin with flumethiazide — the new, safe 
nonmercurial diuretic — for control of all degrees of hyperten- 
sion. Clinicians report it safely and rapidly eliminates excess 
extracellular sodium and water without potassium depletion.1-3 
Potassium loss is less than with any other nonmercurial diuretic.! 
Moreover, the inclusion of supplemental potassium chloride in 
Rautrax provides added protection against potassium and chlo- 
ride depletion in the long-term management of hypertension. 


Through this dependable diuretic action of flumethiazide, the 
clinical and subclinical edema — so often associated with cardio- 
vascular disease — is rapidly brought under control.2-5 And once 
Rautrax has brought the fluid balance within normal limits, 
continued administration does not appreciably alter the normal 
serum electrolyte pattern. Flumethiazide also potentiates the 
antihypertensive action of Raudixin. By this unique dual action, 
a lower dosage of each ingredient effectively maintains safe 
antihypertensive therapy. 


Dosage: 2 to 6 tablets daily in divided doses 
initially; may be adjusted within range of Ll 
to 6 tablets daily in divided doses. Note: In 
hypertensive patients already on ganglionic 
blocking agents, veratrum and/or hydrala- 
zine, the addition of Rautrax necessitates an 
immediate dosage reduction of these agents 
by at least 50%. A similar reduction is neces- 
sary when these agents are added to the 
Rautrax regimen. 
Supply: Capsule-shaped tablets supplying 50 
mg. of Raudixin, 400 mg. of flumethiazide, an 
400 mg. of potassium chloride, bottles of 100. 
References: 1. Moyer, J. H., and others: Am. 
J. Cardiol., 3:113 (Jan.) 1959. « 2. Bodi, T., 
and others: To be published, Am. J. Cardiol., 
(April) 1959. « 3. Fuchs, M., and others: 
Monographs on Therapy, 4:43 (April) 1959. 
¢ 4. Montero, A. C.; Rochelle, J. B., III, and 
Ford, R. V.: To be published. « 5. Rochelle, 
. B., Lil; Montero, A. C., and Ford, R. V.: 
o be published. 
LITERATURE AVAILABLE ON REQUEST. 
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RAUOIXIN® ANO RAUTRAK ARE SQUIBB TRADEMARKS 


Squibb Quality — the Priceless lagredieat 
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a new derivative 


of Erythromycin 
designed especially 
_ for children 


CITRUS-FLAVORED 


ERYTHROCIN 


ETHYL SUCCINATE 


ORAL SUSPENSION 


Never a flavor like this in an antibiotic suspen- 
sion. A new achievement in pharmaceutical ele- 
gance —a ready-mixed, stable suspension so sweet 
and good you can’t tell it’s “medicine.” 

No bitterness, no unpleasant aftertaste — just 


pure, sweet citrus flavor. 


Never an antibiotic better proved against every- 
day coccal infections. After millions of pre- 
scriptions, an unparalleled safety record. 

High, peak blood levels within one hour — plus 
nearly 100% effectiveness against coccal infec- 
tions. And, unlike broad-spectrum antibiotics, 


ERYTHROCIN is classed as a bactericidal agent. 


Indications: Against staph-, strep- and pneumo- 
cocci. Especially useful when patients are allergic 
to penicillin or other antibiotics. Dosage: For 
children, 30 mg./Kg. per day. Adults, 1 to 2 Gm., 
depending on severity of infection. Supplied: In 
60-ce., pour-lip bottles. Each 5-cc. teaspoonful. 


represents 200 mg. of Erythrocin. Ohbott 


If you're concerned with blood levels... 

Range of blood levels obtained from one dose of 
400 mg. ErYTHROCIN SuspENSION. Medication was ad- 
ministered to 30 volunteer adults, and represents a 
dosage of approximately 6 mg./Kg. Bars show ranges 


—continuous line indicates medians. 
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repared... 


fast, effective and long-lasting relief from: 


sunburn 
poison wy 
insect bites 
minor cuts 
and abrasions 


The water-soluble, nonstaining base melts on con- 
tact with the tissue, releasing the Xylocaine for 
immediate anesthetic action. It does not interfere 


with the healing processes. 


Astra Pharmaceutical Products, Inc., 
Worcester 6, Mass., U.S.A. 


xY LOCAIN E* 


(brand of lidocaine*) 


OINTMENT 2.5% Se 


TAFTON, PIKE COUNTY, PA. J 
50 individual cozy cottages, some 
with light housekeeping, on Fairview 


Lake in the Pocono Mts (Altitude 

1600 ft.) Ideal naturally wooded setting. " - 
Secluded, safe, perfect for the whole family. Quality Dairy PVroducls 
Children's activities, sandy beach. 


Centrally heated SKY LAKE LODGE Fince 1900 

ROUND-THE-CLOCK ACTIVITIES FOR ALL AGES , 
Sailing, Fishing, Aquaolaning, all Sports 

FAMOUS FOR FINE FOOD—COMPLETE ENTERTAINMENT 


F booklet it teleph : d 
er or GOLDEN GUERNSEY MILK 
Hawley 4596 


Wilmington, Del. Phone 6-8225 
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Trancopal 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 


quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 


musculoskeletal and neurologic conditions 


and also exerts a marked tranquilizing effect 


in anxiety and tension states. 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely new 
major chemical contribution to therapeutics. 


0 0 
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Chiormezanone: 2-(4-chloropheny!)-3 
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Thoroughly evaluated clinically... 


Clinical studies of 4092 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 


emotionally upset patients than can any other chemotherapeutic agent in current use. 


In musculoskeletal conditions: 


effeetive in Q % of patients 


INDICATIONS 


Low back pain (lumbago) Neck pain (torticollis) 


Bursitis Rheumatoid arthritis 


Osteoarthritis Disk syndrome 
Fibrositis Joint disorders (ankle sprain, 
Myositis tennis elbow, etc.) 


Postoperative myalgias 


By relieving muscle spasm and pain, Trancopal permits early and active purposeful 
exercise and physical therapy to accomplish maximal benefits for rapid recovery. 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief of symptoms 


occurs in fifteen to thirty minutes and lasts from four to six hours. 
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In anxiety and tension states 


elfeetive if} oft patients 


INDICATIONS 
Anxiety and tension states Dysmenorrhea 
Premenstrual tension Asthma 


Emphysema Angina pectoris 


Because of its exceptional calmative property, Trancopal “‘... allows the patient to 
use his energies in a more productive manner in overcoming his basic problem.”” 


MUSCULOSKELETAL 
CONDITIONS 


PSYCHOGENIC 
CONDITIONS 


2929 Patients 1163 Patients TOTAL 4092 Patients 
MAJOR IMPROVEMENT 
84% 


Of the total patients treated, Trancopal produced excellent results in 43 per cent, good 
results in 41 per cent, fair results in 6 per cent, and poor results in 10 per cent. 


Better tolerated and safer than older drugs’ 


With Trancopal there is no clouding of consciousness, no euphoria or depression. Even 
in high dosage, there is no perceptible soporific effect. Because it does not irritate 
gastric mucosa, it can be taken without regard to mealtimes. Administration does not 
hamper work — or play. There are no known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes are unaffected by therapeutic dosage. 

Toxicity is extremely low. And Trancopal has a lower incidence of side effects than 
has zoxazolamine, methocarbamol or meprobamate. 
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Comparison with 3 widely used central relavants 


When compared with three widely used central relaxants for activity. safety and clinical effectiveness. 


Trancopal offers definite desirable advantages. 


for activily 
In the usual human dose, Trancopal is four to ten 
TRANCOPAL Meprobamate Zoxazolamine Methocarbamol times as potent per milligram. 


Mice — LD. 


Safety Ratio — 
Usual Human Dose 


for safety 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe or up to 
thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


TRANCOPAL Meprobamate Zoxazolamine _Methocarbamol 


for clinical effectiveness 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of the 40 
patients received all four drugs in random rota- 
tion for several days. Although each of the four 
esas . gave some relief, only the one providing the most 
TRANCOPAL Meprobamate Methocarbamol Zoxazolamine effective relief was recorded. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Cooperative Study, Department of Medical Research, Winthrop Laboratories. + 2. Gans, S.E.: To 
be published. + 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 


Potent 
MUSCLE RELAXANT 
...Equally effective as a 
TRANOUILIZER 


New York 18, New York 


Trancopa!l (brand of chlormezanone) and 


Printed in U.S 3.59 (4027) 
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TRIAMINIC provides around-the- 
clock freedom from hay fever and 
other allergic respiratory symp- 
toms with just one tablet q. 6-8 h. 
because of the special timed- 
release design. 


Each TRIAMINIC timed-release 


Phenylpropanolamine HCl. 
Pheniramine maleate........... 


when pollen allergens 
attack the nose... 


Triaminic provides more effective therapy in 
respiratory allergies because it combines two 
antihistamines” with a decongestant. 


These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing dilation and exudation.* 
This is not enough; by the time the physician is called on to 
provide relief, histamine damage is usually present and should 
be counteracted. 


The decongestive action of orally active phenylpropanolamine 
helps contract the engorged capillaries, reducing congestion 
and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.*:> 


TRIAMINIC Is orally administered, systemically distributed and 
reaches all respiratory membranes, avoiding nose drop addic- 
tion and rebound congestion.®:7 TRIAMINIC can be prescribed 
for prompt relicf in summer allergies, including hay fever. 
References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. $50 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Illinois M.J. 122:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


‘Triaminic 


Also available: TRIAMINIC SYRUP for those 
patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoontul is 
equivalent to 4 Triaminic Tablet or 4 
Triaminic Juvelet. TRIAMINIC JUVELETS 
tablet provides: provide half the dosage of the Triaminic 


ne Tablet with the same timed-release action 
ng, 


for prompt and prolonged relief. 


Pyrilamine maleate 


23 mg. 


running noses &. &. and open stuffed noses ora 


SMITH-DORSEY °* a division of The Wander Company « Lincoln, Nebraska * Peterborough, Canada 
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lodays Health 


PUBLISHED Tre American Medical Nssociation 


Good Buy in 
Dublic Relations 


*% Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


_ Give your subscription order to a member of 


your local Medical Society Woman’s Auxiliary, 
who can give you Special Reduced Rates. 


Routine cleansing with pHisoHex augments 
standard acne therapy. “No patient failed to 
improve.”? pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


® 
| py ADVERTISERS 


(antibacterial detergent, nonalkatine, nonirritating, hypoallergenic) 


ps the balance for superior results 


LABORATORIES 
1. Hodges, F.T.: New York 18, N.Y. 
GP 14:86, Nov., 1956. 
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May, 1959 


Each ANTIVERT tablet contains: 

Meclizine (12.5 mg.)—most effective anti- 
histaminic to control vestibular dysfunc- 
tion.! 

Nicotinic acid (50 mg.) —the drug of choice 
for prompt vasodilation.** 


Advantage of ‘‘dual therapy” confirmed: 


Menger found ANTIVERT “improved or con- 
trolled symptoms in virtually 90% of ver- 
tiginous patients.’ 


DELAWARE STATE MEDICAL JOURNAL 


Indications: Meniere’s syndrome, arteriosclerotic 
vertigo, labyrinthitis, and streptomycin toxicity. Also 
effective in recurrent headache, including migraine. 
Dosage: one tablet before each meal. 

Supplied: bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 


References: 1. Charles, C. M.: Geriatrics 2:110 (March) 
1956. 2. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
3. Shuster, B. H.: M. Clin. North America 40: 1787 
(Nov.) 1956. 

Division, Chas. Pfizer & Co., Inc. 

New York 17, N. Y. 

Science for the world’s well-being 
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PARKE 


Institutional Supyplier 
Of Fine Foods 


COFFEE —‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 


Philadelphia Pittsburgh 
46 Dungan Rd., Phila. 11, Pa. 


PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENTS & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


— 
SURGEONS 
RECOVERY DENTISTS 


COME FROM 


PROCESS WITH 


AL PHYSICIANS CASUALTY & HEALTH 
| B | Al ASSOCIATIONS 
OMAHA 31, NEBRASKA 


STREPTOKINASE-STREPTODORWASE LECERLE J Since 1902 


*Reg U.S. Pat. Off 


Handsome Professional Appointment 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Bock cont to yeu FREE epen request. 
Pearl River, New York 
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1. Premature ventricular contractions 


in arrhythmias 


hydroxyzine Mc re 
pamoate thart 
* tranci 


SPECIFIC ANTIARRHYTHMIC EFFECT 


Vistaril is effective in ventricular extrasystoles and paroxysmal 
tachycardias (both auricular and ventricular). 


plus 
PSYCHOTHERAPEUTIC POTENCY 


proven calming action indicated for arrhythmia patients. 
and 


THE OUTSTANDING SAFETY 


of Vistaril as compared to other antiarrhythmic drugs in general 
use has been noted by investigators. 

THE FOLLOWING DOSAGE REGIMEN IS RECOMMENDED 
(individualized by the physician for maximum effectiveness): 
PARENTERAL DOSAGE: 50-100 mg. (2-4 cc.) I.M. stat., and 
q. 4-6 h., p.r.n.; maintain with 25 mg. b.i.d. or t.i.d. In acute emergency, 
50-75 mg. (2-3 cc.) I.V. stat.; maintain with 25-50 mg. (1-2 cc.) I.V. 
q. 4-6 h., p.r.n. 

ORAL DOSAGE: Initially, 100 mg. daily in divided doses until ar- 


rhythmia disappears. For maintenance or prophylaxis, 50-75 mg. daily in 
divided doses. 


SUPPLY: Vistaril Capsules, 25 mg., 50 mg. and 100 mg. Vistaril 
Parenteral Solution, 10 cc. vials and 2 cc. Steraject® Cartridges. Each cc. 
contains 25 mg. (as the hydrochloride). 


Pfizer) Science for the world’s well-being 


References: 1. Burrell, Z. L, 
PFIZER LABORATORIES et al.: Am. J. Cardiol., 1:624 


Division, Chas. Pfizer & Co., Inc. (May) 1958. 2. Hutcheon, D. E., 


et al.: J. Pharmacol. & Exper. 
Brooklyn 6, N. Y. Therap., 118:451 (Dec.) 1956. 


*Trademark 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN’ 


@ Combines the anti- 
inflammatory effect 
RTI N of hydrocortisone with 
the comprehensive 
b 


brand OINTMENT actericidal action 
of the antibiotics. 


OINTMENT: Tubes of % oz. and % oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Otic Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually N FOS N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 4 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

LoTION: Plastic squeeze bottles of 20 cc. 

POWDER: Shaker-top bottles of 10 Gm. 


4 Offers combined anti- 
biotic action for treating 
() LYS () N conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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in over three years of clinical us 


in over 600 clinical studies 


ANXIETY 
SCLE TENSION 


€ with autonomic function 
Does not 1m pair mental efhciency, 


motor control, or normal behavior 


ced hypotension, 


tosis Or 


Supphed? 400 mig. scored tablets, 200 me. sugar-coated tablets. 


iy” WALLACE LABORATORIES, New Brunswick, N. J. 


‘ 


THE HEART DISEASE PATIE 
NEEDS RELIEF FROM 


EMOTIONAL 
STRESS 


ANXIETY INTENSIFIES the physical dis- ‘TRANQUILIZATION WITH MILTOWN en- 
order in heart disease. ‘““The prognosis hances recovery from acute cardiac epi- 
depends largely on the ability of the phy- sodes and makes patients more amenable 
sician to control the anxiety factor, as well to necessary limitations of activities. 

as the somatic disease. (Waldman, S. and Pelner, L.: Management of anxiety 


(Friedlander, H. S.: The role of ataraxics in cardiology. associated with heart disease. Am. Pract. & Digest Treat. 
Am. J. Cardiol. 1:395, March 1958.) 8:1075, July 1957.) 


meprobamate (Wallace) 
Available in 400 mg. scored and 200 mg. sugar-coated Miltown causes no adverse effects on 


tablets. Also available as MEPROSPAN* (200 mg. : 
meprobamate continuous release capsules). In com- heart rate, blood pressure, respira- 


bination with a nitrate, for angina pectoris: tion or other autonomic functions. 
MILTRATE* (Miltown 200 mg. + PETN 10 mg.). 


WALLACE LABORATORIES, New Brunswick, N. J. 
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SPOON LICKIN 
GOOD 


it’s 

delicious 

cherry- 

flavored = for children 


® 


ACETYL PEDIATRIC SUSPENSION 


N' Acetyi Suifametnoxypyridazine Lecerie 


just 1 dose a day... achieves rapid therapeutic levels ...sustained for 24 hours... extremely low incidence 
of sensitivity reactions and renal complications ... convenient, highly economical . . . 
ALWAYS ACCEPTABLE...WHENEVER SULFAS ARE INDICATED 
Recommended dosage: first-day dose is 1 teaspoonful (250 mg.) for each 20 Ibs. body weight up to 80 Ibs. For each day 


thereafter, 2 teaspoonful for each 20 Ibs. For 80 ibs. and over, use adult dosage of 4 teaspoonfuls (1.0 Gm.) initially, 
and 2 teaspoonfuls (0.5 Gm.) daily thereafter. Administer immediately after a meal. 


Supplied: Each teaspoonful (5 cc.) contains 250 mg. of sulfamethoxypyridazine activity. Bottles of 4 and 16 fi. oz. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY. Peari River. “ew York 
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new for total 


Dermatitis repens {with staph 


Kenalog, Spectrocin and Mycostatin in Plastibase 
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antipruritic /anti-inflammatory /antibacterial /antifungal 
of ankle—5 years duration 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,*?* relieves itching,’ and combats or prevents bacterial, 
monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.”* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation’** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.** 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam. 

cinolone acetonide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in ecastipase. 

References: 1. Sheimire, J.B., Jr.: Monographs on Therapy 3:164 (Nov.) 1958.-+ 2. Nix, T.E., Jr., and Derbes, V.J.: 

Monographs on Therapy 3:123 (Nov.) 1958. - 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 

1958. + 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 

Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. - 6. Smith J.G., Jr.; Zawisza, R.J., and 

Biank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. - 7. Monographs on Therapy, 3:137 (Nov.) 1958. + 8. 

Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. - 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. Squibb Quality — the Priceless Ingredient 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7'% cc. 

plastic squeeze botties. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 

0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%—15 cc. plastic sQueeZ@ smycostarin’®, 
bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. AND ‘KENALOG’ ARE SQUIBB TRADEMARKS 
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9B’s NEARLY PUT ME 


Before the day was 
over, | could 
hardly stoop to push 
a shoehorn. 


Salts of Dihydrohydroxycodeinone and Homatropine, plus APC 


! called my 
: doctor that night 
ACTS FASTER usually within 5- 15 minutes. the tablets he 
LASTS LONGER — usually 6 hours or more. MORE. : | | prescribed. 
THOROUGH RELIEF — permits uninterrupted sleep | 


- for chronic or bedridden patients. VERSATILE — new 
‘demi’ strength permits dosage flexibility to meet « 

patient's specific needs. Percopan-Demi provides the 
Percopan formula with one-half the amount of salts of 
_ dihydrohydroxycodeinone and homatropine. 


_ AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit. 


forming. Federal law permits oral 


‘Each PERcoDAN* Tablet contains 4 50 mg. 

dihydrohydroxycodeinone hydrochloride, 0.38 

acid, 160 | 


FY Literature? Write 
re) ENDO LABORATORIES 
Richmond 


The pain went away 
fast—in just 15 minutes 
— and | was back on 

the job the next 
morning! But not one 
9B customer came 

in the whole day! 


inhalation therapy 


WETS, THINS, LOOSENS PULMONARY SECRETIONS 


Voy WW...]... BRONCHITIS 


BRONCHIAL ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 

CROUP 


Alevaire is administered by means of a nebulizer operated with 
an air compressor or oxygen. 


Supplied in bottles of 60 cc. for intermittent and 500 cc. 
for continuous nebulization. 


LABORATORIES 
NEW YORK 18, N. Y. 


Alevaire, trademark reg. U.S. Pat. Off. 
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A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,», an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (S mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 meg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 


REDISOL 1S A TRADEMARK OF MERCK & CO., INC. 
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JOHN G. MERKEL 
SPRAINED — & SONS 


Of Physicians — Hospital — 


SINUS 
INFLAMED? PHONE OL 4-8818 


Laboratory — Invalid Supplies 


801 N. Union Street 


Wilmington, Delaware 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 

The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 

The New Castle County Medical Society 

The Kent County Medical Society 
The Sussex County Medical Society 


RECOVERY y J. A. Montgomery, Inc. 
PROCESS WITH DuPont Bldg. 10th & Orange Sts. 


87 Years of Dependable Service 


VAR | DA Phone Wilmington OL 8-6471 


*Reg. U.S. Pat. Off If it’s insurable we can insure it 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 
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CLINICAL BRIEFS FROM MODERN PRACTICE 


What differentiates “renal diabetes’ (renal 


glycosuria) from diabetes mellitus? 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 
170 mg.%, or more. 


Source: Joslin, E. P; Root, H. E; White, P, and Marble, A.: The Treatment of Diabetes 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 
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A“URINE-SUGAR PROFILE” FOR alia 
CLOSER CONTROL 


The new CLINITEST Urine-Sugar 
Analysis Set contains an improved 
Analysis Record form that enables 
even closer control of the moderate 
and the severe diabetic. Daily urine- 
sugar readings may be connected to 
produce a graph—a day-to-day 
“profile” that reveals at a glance 
individual trends and degree of 
control. 


URINE-BUGAR ANALYSIS RECORD | 
name 


color-calibrated 


MODERATE AND THE SEVERE DIABETIC 


the STANDARDIZED 
urine-sugar test for reliable 


quantitative estimations AM ES 


“...the most satisfactory COMPANY, INC 
Elxhart « Indiana 


method for home and Toronto * Canada 
office routine testing.”* 


“GP 16: 121 (August) 1957. 
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relief from the suffering and 


mental anguish of 
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{) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off 


